OFFICIAL PUBLICATION OF 


THE MEDICAL SOCIETY OF VIRGINIA 


MEDICAL 


P(e 

= at ~ ye 
o 


re, j FOR THOSE WHO DEVELOP 


NASAL CONGESTION 


ON RESERPINE THERAPY 


(RESERPINE, LILLY) 


(PYRROBUTAMINE, LILLY) 
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the logical 
to use first’ 


for petit mal epilepsy 


MILONTIN 


(phensuximide, Parke-Davis) 


KAPSEALS* and SUSPENSION 


five years of study confirm’® 
- effective in the petit mal triad 


- one of the least toxic of all anti-epileptic drugs 
- well tolerated 


In patients with mixed grand mal—petit mal epilepsy, 
drug compatibility permits use of MILONTIN 


with Dilantin® Sodium (diphenylhydantoin sodium, Parke-Davis) 
or with Dilantin Sodium with Phenobarbital. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 and 1,000; also available 
as MILONTIN Suspension (250 mg. per 4 cc.) in 16-ounce bottles. 


Detailed information upon request, or from your Parke-Davis representative. 


1. Davidson, D. T., Jr.; Lombroso, C., & Markham, C. H.: New England J. Med. 253:173, 1955. 
2. Zimmerman, F. T.: New York J. Med. 55:2338, 1955. 
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NOW AVAILABLE... 


a unique new antibiotic 


of major importance 
PROVED EFFECTIVE AGAINST 
SPECIFIC ORGANISMS 


(staphylococci and proteus) 
RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


VoL. 83, JuLty, 1956 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus vul- 
garis; including strains resistant to all other 
antibiotics. 


DOSAGE—four capsules (one gram) initially eS 
and then two capsules (500 mg.) twice daily. 


Philadelphia 1, Pa, 
SUPPLIED—250 mg. capsules of ‘CaTHomy- 


cin’, bottles of 16. 
‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 


| 
| 
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On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


Alin? 


Minutes 


515 30 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—IN TABLET 
FormM—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate ... shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 


on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets!. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Reprint of recent 
in vivo studies avail- 
able on request 


38:586, 1949. 


Maighyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


DBraylen PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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Does your peptic ulcer patient remember to take his medication 
only when he is in pain? 
Peptic ulcer patients too often forget to take their multiple-dose medications except 


when actually in pain. The result: during medication-free intervals between episodes 
of pain, hyperacidity interferes with ulcer healing. 


‘Prydon’ helps you solve this problem because it is almost impossible for your patient 
to forget his medication when it is a “Spansule’ sustained release capsule. He need 
simply remember: one ‘Spansule’ on arising, one ‘Spansule’ on retiring. 


A single ‘Prydon’ Spansule capsule q12h assures your patient uninter- 
rupted 24-hour antisecretory-antispasmodic protection. 


Prydon* 


atropine, scopolamine, hyoscyamine 


Spansule* 


sustained release capsules, S.K.F. 


made only by 

Smith, Kline & French Laboratories, Philadelphia 
first x in sustained release oral medication 
*T.M. Reg. U.S. Pat. Off. Patent Applied For. 
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vials of 2 and 10 cc, 


Fetal: JAMA. 
5) 1956. 2. Mitchell, 


Developm entof W 


NEW Potent Ataraxic 


HYDROCHLORIDE 


Promazine Hydrochloride 


hydrochloride 


INDICATIONS: 

@ The acute alcoholic!*—delirium tre- 
mens, acute hallucinosis, tremulousness 

@ The acute psychotic!—acute excita- 
tion due to various psychoses 

@ The drug addict!—withdrawal syn- 
drome: nausea, vomiting, muscle and 
bone pains, abdominal cramps, gen- 
eral malaise 


FINDINGS: 

“The drug...is effective in... maintain- 
ing these subjects in a quiescent detached 
state.... Complications such as jaundice, 
... dermatitis, edema, lactation, basal 
ganglion disturbances, or depression were 
not observed during these studies.””! 


As with any new and potent agent, it is well to be fully 
informed on the precautions of use and the possibility 
of side-effects. Before prescribing SPARINE, the physi- 
cian should consult the direction circular. 


For intravenous, intramuscular, or oral 
administration. 


— 
EMOTION 
voile 


How to view 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1! grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 


of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 
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The High Protein Diet 
fits any budget! 


Getting enough high-quality protein in your patient's 
diet doesn’t require an unlimited budget. Meat, of 


course, is an Outstanding source, but it can easily be » 


reinforced with other protein foods. 


Mix a protein bonus in the main dishes— 


Your patient can add skim milk powder along with the 
seasonings in meat loaf—then hide hard-cooked eggs inside 
for a bright-eyed surprise. 


A fluffy omelet folded over penny-sliced frankfurters, ground 
cooked meat, flaked fish or cheese is both tempting and 
economical. 


And a green salad topped generously with shoestrings of 
meat and cheese carries its weight in protein. 


Then add more to the rest of the meal— 

Cottage cheese is happily versatile. It tops any salad—fruit, 
vegetable, flaked fish. Makes a pleasing spread, too, especially 
on dark breads. Thinned with milk and mixed with chili sauce, 


it’s a zesty salad dressing. Or a good amount can be whipped 
into mashed potatoes. 


An egg white whipped into fruit juice makes a frothy flip. 
Or you might suggest gelatin instead. 
And a fruit-cheese dessert is a gourmet’s delight. Pears go 


with blue cheese, apples with Camembert, orange sections 
with cream or cottage cheese. 


Even in the budgetwise diet, variety is not only possible 
but necessary to assure adequate intake of all the essential 
amino acids. And a glass of beer* along with it can add 
zest and flavor to the most simple meal. 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 


*Protein 0.8 Gm. Calories 104/8 OZ. glass (Average of American Beers) 


If you'd like reprints for your patients, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 


MepicaL MontTHLy 


S 
\ ¢ 
\ 
“4 
>, 
\ &, 
< & 
N 
12 
a 


looked over often... 


the patient with nonspecific rheumatism 


NOW-thoroughgoing relief with 


IGMAGEN 


TABLETS 


combining 
0.75 mg. — best of the new 
Acetylsalicylic acid . . . 325mg. — best of the old 
Ascorbic acid ...... 20 mg. 


Aluminum hydroxide . . 


75 mg. 


antirheumatic + anti-inflammatory «+ analgesic + supportive 


Combined effectiveness of the antirheumatic 
agents in SIGMAGEN permits maintenance of clinical 


relief at minimal dosages. 


SIGMAGEN,* brand of corticoid-analgesic compound, 


Well 

: 
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WHAT IS THE DIFFERENCE 
BETWEEN A TRANQUILIZER 


Comparison of the effect of Raudixin ( tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


After Raudixin. E. E.G. not altered. 


After barbiturate. Typical “spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


suppPcy: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 


SQUIBB Squibb Quality—the Priceless Ingredient 


*RAUDIXIN’® 1S A SQUIBB TRADEMARA 
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THE MILTOWN MOLECULE 


A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


e@ well tolerated, non-addictive, essentially non-toxic 

e no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
e@ chemically unrelated to chlorpromazine or reserpine 

e@ does not produce significant depression 

e@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


the original meprobamate—2-methy!-2-n-propyl-1,3-propanedio! dicarbamate—U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: | or 2 tablets t.i.d. 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. 


Literature and Samples Available on Request WA 
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POLYMYXIN B—BACITRACIN OINTMENT 


4 be 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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HAY FEVER, 


COLDS, 
SINUSITIS 


: A physiologically balanced formulation of : 
_ three well known and widely used compounds: DELIVERS FINE EVEN SPRAY 


LEAKPROOF 


0-Synephrine® HCI, 0.5% 

dependable decongestant 
fadil® HCl, 0.1% 
powerful antihistaminic 


phiran® Cl, 1:5000 


wetting agent and : 


antibacterial 


Supplied in 
LABORATORIES NEW YORK 18. NY. 


containing 20 cc. 


Z, Neo-Synephtine {brand of phenylephrine}, Thenfadi! = 
rand of thenyldiamine} ond Zephiren (brand of benzalkonium, 
i VoL. 83, JuLy, 1956 17 
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because a diuretic _ 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL ! 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 


fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 


gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 


nosis and prolong life. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPY LUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
L A K E S D = BRAND OF MERALLURIDE INJECTION ! 


01356 
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NOW AVAILABLE.... 


a new unigue antibiotie 
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PROVED EFFECTIVE 

AGAINST SPECIFIC 

ORGANISMS (staphylococei and proteus) 
RESISTANT TO ALL OTHER 


ANTIMICROBIAL AGENTS 
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to overcome specific 


infections that do 


mot respond to any 


other 


2,9 


antibiotics.... 
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ODAY’s resistant pathogens are the tough survivors of 
sy dozen widely used antibiotics. Certain organisms, 
notably Staphylococcus aureus* and susceptible strains of 
Proteus vulgaris produce infections which have been re- 
sistant to a// clinically useful antibiotics. 

To augment your armamentarium against these resistant 
infections, ‘CatHomycin’ (Novobiocin, Merck), derived 
from an organism recently discovered and isolated in the 
Merck Sharp & Dohme Research Laboratories', is now 
available. 

SPECTRUM —‘Catuomycin’ !:?:35.6 has also been shown 
to be active against other organisms including—D. pneu- 
moniae, N. intracellularis, 8. pyogenes, 8. viridans and H. 
pertussis, but clinical evidence must be further evaluated 
before ‘CarHomycin’ can be recommended for these patho- 
gens. 

ACTION—‘CatHomycin’ in optimum concentration is bac- 
tericidal. Cross-resistance with other antibiotics has not 
been observed.? 

TOLERANCE—‘CatHomycin’ is generally well tolerated by 
patients, 10,11 


CATHOMYCIN 


(Crystalline Sodium Novobiocin, Merck) SODIUM 


ABSORPTION—‘CatHomycin’ is readily absorbed and 
oral dosage produces significant blood and tissue levels 
which persist for at least 12 hours.’ 

INDICATIONS: Clinically ‘CatHomycin’ has proved effective 
for cellulitis, carbuncles, skin abscesses, wounds, felons, 
paronychiae, varicose ulcer, pyogenic dermatoses, septi- 
cemia, bacteremia, pneumonia and enteritis due to Staphy- 
lococcus and infections caused by susceptible strains of 
Proteus 11,12, 13,14 Also, it is of particular 
value as an adjunct in surgery since staphylococcic infec- 
tions seem prone to complicate post-operative courses. 
SUPPLIED: “CatHomycin’ Sodium (Crystalline Sodium 
Novobiocin, Merck) in capsules of 250 mg., bottles of 16. 
‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 


REFERENCES: 1. Wallick, H., Harris, D.A., Reagan, M.A., Ruger, M., and Woodruff, H.B., 
Antibiotics Annual, 1955-1956, New York, Medical Encyclopedia, Inc., 1956, 


pe. 909. 


2. yy B.M., Valiant, M.E., McClelland, L., Solotorovsky, M., and Cuckler, 
Antibic tics Annual, 1955-195 6, pe. 91 8. 

3, nd W.F., Miller, A.K., and West, M. kK. Antibiotics Annual, 1955-1956, 

pe. 924. 
4. Kempe, C.H., Calif. Med., 84-242, April 1956. 
5. Simon, H.]J., Bckuae, R.M., Dineen, P.A.P., Rogers, D.E., Antib. Med., 

2:205, April 195¢ 
6. Lubash, G., Van Der Meulen, J., Berntsen, C., Jr., Tompsett, R., Antib. Med., 

2:233, April 1956 
7. Lin, K.-E., Coriell, L.L., Antib. Med., 2:268, April 1956. 
8. Limson, BM , Romansky, N.J., Antib. Med., 2:277, April 1956. 
9. Morton, R.F., Prigot, A., Maynard, A. de L., Antib. Med., 2:282, April 1956. 
10. Nichols, L., Finland, 241, 1956. Philadelphia 1, Pa. 
11. Mullins, J.F., Wilson, C.J., Antib. Med., 2:201, April 1956 . 
12. David, N.A., Burgner, P.R., Antih. Med., 2:219, April 1956 Division or Menck & Co., Inc. 
13. Marton, W.J., Heilman, F.R., Nichols, D.R., Wellman, W.E., and Geraci, 

J.E., Antib. Med., 2:258, April 1956. 
14. Milberg, M.B., Schwartz, R.D., Silverstein, J.N., Antib. Med., 2:286, April 


1956. 
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by over 100 milion patient days 


substantiated 


BUTAZOLIDIN 


(phenylbutazone 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 


over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


relieves pain 
improves function 
resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 


with its use are urged to send for literature before prescribing it. 


Geiny GEIGY PHARMACEUTICALS, Division of Geigy Chemical Corporation, New York 13,N.Y. 


72556 
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W Peach-flavored, 


peach-colored, newest 


liquid form of the 
established broad- 
spectrum antibiotic... 
TERRAMYCIN®t 


125 mg. per 5 ce. 


teaspoonful; 


specially homogenized 


for rapid absorption; 
bottles of 2 fl. oz. 
and 1 pint, packaged 


ready to use. 


delightful peach taste in 


BRAND OF OXYTETRACYCLINE HOMOGENIZED MIXTURE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. Pfizer 


Brand of oxytetracycline 
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Only Meat 
Meat 


Suppose we suddenly found ourselves in a 
‘Brave New World,” in which all the rich protein, the B 
vitamins (including the important B,,), the minerals, and 
all the other nutrients of a juicy steak or a succulent pork 
chop could be compressed into a capsule. Suppose we were 
to take one or two such capsules each day. What would 
happen? 

Would we be just as healthy? Would we 

be as happy? 


There is something about man’s wish for 
meat that cannot be satisfied by chemical or mathematical 
analyses. The feeling of satisfaction, the downright enjoy- 
ment of biting into and chewing, the pleasurable effect of 
having eaten well... all these make meat more than just 
an impressive list of essential nutrients. Long before man 
knew anything about the science of nutrition he knew meat 
was part and parcel of his health and his joy of eating and 
of living. 

Other foods may be fortified and enriched, 

but none can ever take the place of meat. 


Only meat is meat. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


VirctInta MepicaL MonTHLY 


{ 

ig 


DOCTORS EVERYWHERE NOW KNOW WHY 


Viceroys Are Smoother 


| THE VICEROY TIP HAS... 


Professional men who have studied the many filters as the other two largest-selling 
microscopic analysis of the Viceroy filter filter brands. That is why Viceroys are 
now know why the Viceroy taste is smoother by far—never, never rough. That 
smoother—never rough. Only Viceroy has is why so many doctors now smoke and 
20,000 tiny filters in every tip—twice as recommend Viceroys. 


Yes, smoother taste because there are 


TWICE AS MANY FILTERS 
IN EVERY VICEROY TIP 


as the other two largest-selling filter brands! 


Brand B Brand C 


Viceroy 


MAME, phe 
FUTERS VI C E OY 


Filter Tip 


CIGARETTES 
KING-SIZE 


Viceroy’s exclusive filter is made from 
pure cellulose—soft, snow-white, natural! 
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‘Thorazine’ relieved this patient’s 
anxiety, tension and fear and made 


it possible for him to return to work. 


*THORAZINE’ CASE REPORT 


patient: Anxiety, tension, and a fear of going 
out alone made it impossible for this 36-year- 
old man to work. After other treatments had 
failed he was given “Thorazine’. 


response: “On ‘Thorazine’ medication, 100 mg. 
orally, daily, his anxiety and apprehension dis- 
appeared rapidly. The patient was able to go 
out alone and to work once again. His mood 
was actually gay and his co-workers were sur- 
prised at this change. He was now free from 
care whereas before he had been distressed by 
the slightest difficulty.” 


This case report is from the files of a general practitioner. 


THORAZIN E* 


Available in ampuls, tablets and syrup (as the hydrochlo- 


ride), and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


‘Thorazine’ should be administered discrimi- 
nately and, before prescribing, the physician 
should be fully conversant with the available 
literature. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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in rheumatoid arthritis 


(PREDNISONE) 


results—excellent - edema—rare 


Deformed hands of woman with rheumatoid arthritis After two weeks on METICORTEN, patient is free of pain 
before therapy. Unable to open hands. and can open hands completely. 


Acutely swollen, painful knees in man with rheumatoid After two weeks on METICORTEN, swelling of knees is gone 
arthritis before therapy. and patient can walk without difficulty. 
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in corticosteroid therapy 
permits treatment 


of more patients 


METICORTEN 


PREDNISONE 


rarely causes edema or electrolyte side actions 


3 to 5 times more potent, milligram for milligram, 
than hydrocortisone or cortisone 


excellent relief of pain, swelling, tenderness; 
diminished joint stiffness—in rheumatoid arthritis 


excellent relief of bronchospasm, dyspnea, cough; 
increased vital capacity in asthma 


hormone benefits in respiratory allergies, 
inflammatory and allergic eye and skin disorders, 
collagen diseases 


METICORTEN is available in 1 mg., 2.5 mg. and 5 mg. white tablets, 
and as 2.5 mg. and 5 mg. capsules. 
METICORTEN,* brand of prednisone. MC-J-614.356 *T.M. 
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s the point is this... 


droCortone -T.B.A. 


(HYDROCORTISONE TERTIARY-BUTYLACETATE, MERCK) 


produces superior results — greater 
symptomatic relief and longer-lasting 
remissions —in both rheumatoid 
arthritis and osteoarthritis. 


SUPPLIED: SALINE SUSPENSION HYDROCORTONE-T.B.A.—25 MG./CC., VIALS OF 8 CC. 


References: 1. Hollander, J. t., Ann. New York Acad. Sc. 61,511, May 27, 1955 


2 Hollander, J. l, ef al. J.A.M.A. 158:476, June 11, 1955 Philadelphia 1, Pa. 


Division oF Merck & Co., INc. 
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faster relief of pain, 
photophobia 


better control of inflammation, 
edema, allergy 


effective against common eye 
pathogens 


extremely well tolerated 


for allergic, infectious or | 
eye conditions amenable to topical therapy—ra apid, 
potent, Meti-steroid and anti-infe¢tive action 


supplied: METIMyD Ophthalmic acetate 
(METICORTELONE Acetate) 5 mg. per ec. (0.5%).suspended in an isotonic 
buffered and preserved solution of sulfacetamide sodium 109 mg. per cc. 
(10%), 5 cc. dropper bottle. METIMYD Ointment with Neomycin: each gram 
contains 5 mg. prednisolone acetate (METICORTELONE Acetate), 100 mg. 
‘sulfacetamide sodium and 2.5 mg. neomycin sulfate (equivalent to 1.75 mg. 
neomyein base); oz. tube, boxes of 1 and 12. 

MeEtiImyp,* brand of prednisolone acetate and sulfacetamide sodium. 


brand of prednisolone. 
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(prednisolone acetate and sul facetamide sodium with 


Ointment 
antibacterial antiallergic anti-inflammatory 


neomycin sulfate} 


in 


with Neomyc 


new 2, 
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Sodium’ 


UM, 


When simple insomnia is the presenting complaint, a bedtime dose of ‘Seconal 
Sodium’ is often indicated. Its effect is prompt—within fifteen to thirty 
minutes; relaxation and sleep follow quickly. Your patient awakens refreshed 
and well rested. 


Available in 1/2, 3/4, and 1 1/2-grain pulvules at pharmacies everywhere. 


BR TH ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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Guest Editorial... . 


The Changing Scene 


INCE the advent of the general use of “Sulfa” drugs about twenty years ago and 

the more recent experiences of World War II, the clinical practice of medicine 
and surgery has undergone a distinct metamorphosis. The general body of knowledge 
related to physiology, pathology, preventive medicine, diagnostic acumens, specific 
medications, and surgical techniques has expanded rapidly. There has been a drama- 
tic improvement in the caliber and number of hospitals throughout the State of Vir- 
ginia. The recent advances in medicine and surgery have been disseminated quickly 
throughout the area. As a direct result the death rate has steadily decreased and 
the general health of the state-wide community has improved. Based on these con- 
siderations one might conclude that if there are sufficient hospital beds and medical 
personnel all suffering could be controlled and maximum community health attained. 
However, concurrent with the increase in the medical “Know-How” and hospital beds 
there has been: 

(1) A steady rise in hospital bed utilization 

(2) An increase in the length of hospitalization, and 

(3) A continued growth in the number of physically and emotionally disabled. 

Does this mean that medical care is decreasing in effectiveness? Does it indicate 
poor treatment by physicians ? 

The answer to these questions is a definite—NO! In fact, it is a laudable salute 
to all physicians in that we are foraving into areas which were unapproachable 
twenty years ago. 

Acute infection is no longer an overwhelming problem, but irreparable damage 
may be done to an organ system before the antibiotics are started. 

Survival after prolonged coma following head injury is not unusual because of 
excellent surgery and a fuller understanding of fluid balance and nutrition. Some 
patients may recover reasonable function while others may live in a semi-decerebrate 
state for many years. 

-atients regularly survive massive cerebrovascular accidents and live for years 
with a severe hemiplegia and often aphasia. The nursing homes are filled with such 
patients. 

Extensively, involved and dramatic surgery is done daily in every community hos- 
pital in the Commonwealth. The operative mortality is low. The very large portion 
of patients return to their normal way of life. However, there is a significant group 
who cannot attain such an excellent end result. 


Every day physicians are saving lives. However, because we are extending services 


into the realm of the complex we are creating widespread problems in two major 
areas: 

(1) The average age of the population is steadily increasing. Approximately 65% 

of the persons 65 years and older are supported by public funds. Less than 
15% of this group produce more than meager self-support. <A very high 
portion of the hospital beds are occupied by this age group. 

(2) The number of surviving disabled persons is steadily increasing in all age 

groups. 

Therefore, the change resulting from our present plane of medical and surgical 
management is that death is giving way to dependent longevity and disability. This 
is striking progressively deeper at the structure of the home. the community, and the 
nation. Because we as physicians are playing a major role in creating these problems 
it is incumbent on us to seek solutions. 

Obviously there is no ready formula to alleviate the situation. However, it appears 
to me that there are certain guides around which thinking must evolve if we are to 
gain the initiative in controlling the degree of disability in each community. 

Firstly, the physical, emotional, social and economic well being in a_patient’s 
recovery from illness or injury is a universal concern of all physicians. With this 
as a basis philosophy of the practice of medicine, the patient’s physician is the 
keystone for rehabilitation planning. The predominant number of problems are not 
complex and can be solved in the office or the community hospital. The optimum 
end result in all cases will range from bed care in a nursing home to return to the 
usual occupation. It is essential that all physicians be “rehabilitation minded” at all 
times. 

Secondly, the physician must be made keenly aware of the fact that the growth 
of numbers of handicapped or dependent persons is an insidious process. Their ranks 
increase one at a time. Therefore, it is necessary for each case to be weighed carefully 
on its own merits so that an optimum end result can be attained. It is highly imper- 
tant to consider whether a hemiplegic patient should be discharged to a nursing 
home, or whether he is capable of learning self care so he can live in his own home, 
or whether he can return to some occupation. 

Finally, it is the duty of each physician to be acquainted with the various resources 
he has at his disposal in coping with rehabilitation problems. 

For the sake of brevity I will assume that you are acquainted with the Public Wel- 
fare, Social Service and Crippled Children’s Bureau programs in the Commonwealth, 
and I will pass on to four less familiar resources. 

(1) During the past decade physical therapy clinics have been established in many 
areas of the State. At present units are in operation in Arlington, Alexandria, Rich- 
mond, Petersburg, Norfolk, Newport News, Portsmouth, Suffolk, Danville, Roanoke, 
Lynchburg, Charlottesville, Staunton, Harrisonburg, and Winchester. Physical ther- 
apy thoughtfully prescribed by any physician can be very useful in reducing pain, 
strengthening muscles, regaining movement, teaching the use of artificial limbs and 
braces, teaching coordination and ambulation, accessing physical stamina, etc. Physi- 
cal treatment is often important in reducing the degree of potential disability. 

(2) The Vocational Rehabilitation Service of the State Department of Education, 
Richmond, Virginia, now has ten offices strategically located throughout the Com- 
monwealth. The purpose of this organization is to make funds and advice avail- 
able to assist physicians in the rehabilitation of adult (sixteen to sixty years of age) 
disabled individuals. If you have patients who are disabled for work and there is 
a reasonable prospect the treatment and/or vocational training will make them 
employable, you will find contact with the Vocational Rehabilitation Service of great 
assistance. 
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(3) For more complex cases requiring rehabilitation planning the family physician 
will be interested in the undertaking at the Medical College of Virginia and the 
University of Virginia Hospital. 

During the past three years the Baruch Center of Physical Medicine and Rehabili- 


tation of the Medical College of Virginia has been converting from a research organi- 


zation to a medical rehabilitation center. About eighteen months ago we started 
admitting patients to the Physical Medicine and Rehabilitation Service in the Center, 
and the organization of this unit is now attaining a satisfactory level of function. 
The Baruch Center is now an integral unit of the Medical College of Virginia Hos- 
pital. The services available through the Center are: (1) Medical evaluation and 
treatment. (2) Consultation with all other medical and surgical services at Medical 
College of Virginia. (3) Psychological testing. (4) Pre-vocational assessment. (5) 
Prosthetic evaluation and treatment team. (6) Cerebral palsy evaluation and treat- 
ment team. (7) Speech and hearing evalution and treatment. (8) Prescribe physical 
and occupational therapy and, (9) All significant patients are reviewed by the 
Rehabilitation Evaluation Board. The services of the Center are extensive for in- 
and out-patient care to children and adults, white and colored. The present pro- 
gram is still relatively small, but within another vear approximately sixty beds will 
be available for the Medical Rehabilitation Center. 

Excellent plans have been initiated at the University of Virginia Hospital in Char- 
lottesville. The aim of the program at the University is to coordinate the service 
programs of a large number of community agencies with the consultative resources 
of the University of Virginia Hospital, the School of Education, the Speech and 
Hearing Center, the McGuffey Reading Clinic, the Children’s Service Center, the 
Department of Psychology, the Division of Educational Research, and others. 

In order to carry out these objectives the Dean of the School of Medicine has 
appointed a Rehabilitation Advisory Committee. The function of this group is to 
formulate policies and supervise the administration of the program. The principal 
projects which are being developed are: 

(a) The Children’s Rehabiltation unit which will be built in 1957 will be designed 

to offer a program of rehabilitation to handicapped children. 

(b) An integrated Adult Rehabilitation Program is being initiated. This pro- 
gram will be directed to developing “rehabilitation mindedness” throughout all 
departments in the hospital and should prove to be highly effective. 

(4) For disabled persons who need training in vocational skills, the Vocational 
Rehabilitation Service has established a Vocational Rehabilitation Center at Fishers- 
ville, Virginia. This you may know as the Woodrow Wilson Rehabilitation Center. 
I particularly draw this institution to your attention because services secured for 
patients may be misconstrued, in that this is not a hospital. It is a school wth a 
capacity of four hundred persons and a thirty-one bed infirmary. 

Woodrow Wilson Rehabilitation Center is used properly when a patient is referred 
for vocational training and needs some physical and/or medical treatment on an 
ambulant basis. In addition, there are comprehensive services related to vocational, 
diagnostic, and physical restoration. At this level this vocational rehabilitation 
center is highly effective. 

In conclusion, to gain better control over the increasing numbers of disabled, the 
family physician is the keystone in rehabilitation planning. He must know and use 


the resources available to him as he deems necessary. 


HERBERT W. Park, M.D. 


Epitor’s Note: Dr. Park is Medical Director of the School of Physical Therapy and Medical 
Director of the Branch Center of Physical Medicine of the Medical College of Virginia. 


Vou. 83, JuLy, 1956 


~ 
~ 


| 


Old Doc 


S tenes IS THE STORY of the professional life 

of a country doctor. He practiced medicine in 
the last half of the nineteenth century and the first 
quarter of the twentieth. I know that all of you 
would rather listen to the story of a vibrant person- 
ality, by one who knew him well, than to listen to 
the classical narrative of a professional medical 
historian and besides, there is little in medical his- 
tory to acquaint one with the trials, tribulations, the 
successes and the failures of a medical man during 
that period of time. Why that period of history 
should be so blank no one knows. The only three 
great things that were accomplished during that time 
or a little before were the operation of Ephraim 
McDowell for the removal of an ovarian cyst, the 
discovery of chloroform by Liebig and the first 
utilization of sulphuric ether by the dentist, Morton, 
in the Massachusetts General Hospital in 1840. 
When my doctor began to practice medicine he em- 
ployed the same type of therapeutics that had been 
in use for over two hundred years. I selected Old 
Doc as the medium through whom I could relate the 
story of medicine of his time. He was my ideal 
and my patron. 

Old Doc was not an old man when he started 
to practice medicine in our village. He was a Cana- 
dian and had just graduated from the University 
of Michigan Medical School. He was the first 
passenger on the first passenger train of the old 
Kansas City, Missouri River and Gulf Railway that 
passed through our village in 1869. That, of course, 
was many years before I was born. The great Con- 
tinental Railway had just been completed over the 
vast plains and mountains of the Western half of 
the United States. 

He did not select the village in advance. He was 
undecided just where to begin practice but he wished 
that place to be a new country, a place where he could 
help develop it and watch it grow. A few miles 
back he saw the forest primeval, the home of the 
oak and the walnut extending for miles on either side 
of the railroad. The heavy green foliage was like 
that which he had seen in paintings. None but a 
primeval forest has the dense green leaves that form 
a canopy through which the sunlight does not pene- 
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trate. When he stepped down from the platform 
a curious sight met his eye. Accustomed as he was 
to the civilized and sophisticated manner of the 
people of Toronto and Ann Arbor, these were 
strange people who crowded the depot platform. The 
villagers had gathered on that platform to see the 
first train come through on its way to Memphis. 
The entire population of the village was there ex- 
cepting those who were ill. The men wore hickory 
shirts and patched breeches, the women their shawl- 
like bonnets and hoop skirts. The little boys who 
were running after each other and shrieking were 
almost half naked, and the clothes they wore held 
in place by a single gallus. There were two Indians 
with wool hats upon their heads and dirty blankets 
around their shoulders, and one Negro freedman 
who had lived there for many years. 

Old Doc, who was young then, looked at the 
crowd seriously and they looked at him. They saw 
a medium sized man with square shoulders and proud 
bearing, a full bearded man with grey eyes and black 
bushy hair. When he stepped down from the coach 
he had his entire possessions with him—two saddle- 
bags and a surgical case. One of the saddlebags 
carried his extra clothes, the other all of his medi- 
cines with which to treat the ill and must last a 
long time before they could be replenished. While 
the drugs were not numerous they were very effec- 
tive. There was opium mass, Cinchona bark, tinc- 
ture of aconite for reducing fevers, calomel pills to 
stir up the liver, turpentine for sterilizing wounds, 
chloroform liniment for aching joints, blue ointment 
for treating syphilis, tincture of arnica, rhubarb for 
constipation, potassium iodide as an alternative, 
strychnine pills for the spring fever, salves, chartae 
and pills of various other kinds. About him in the 
timber he later found the May apple root or mandrake 
whose fresh juice he used in the treatment of ring- 
worm of the skin. His surgical case was his pride. 
In it were the long keen rapier-like knives, four in 
number, ranging from ten inches to six, for amputat- 
ing arms and legs, his scalpels of different sizes for 
opening abscesses, his big butcher saw for cutting 
the bones for amputations, the spade-like saw only 
two inches in breadth with which he could reach into 
openings and saw off pieces of bones, and the little 
curved saw for amputating toes and fingers. He 
had curved sharp pointed retractors for picking up 
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arteries and nerves, and needles of all sizes for 
All of the 
metallic instruments were coated with a thick layer 


suturing, together with the linen sutures. 
of axle grease. When he used them be boiled them 
in sodawater to remove the grease. He had no idea of 
sterilization for Old Doc started to practice medicine 
long before Louis Pasteur had discovered the various 
pathogenic organisms and before the great German 
and French scientists had identified the organisms 
that produce disease. He was naturally a neat and 
clean person who would always wash his hands 
before doing an operation of any kind and simply 
boiled his instruments to remove the dirt and grease. 

When he stepped off the train a thin July rain 
was falling and had been falling for several days. 
After the train had departed he made his way through 
the mud and slime to the one store that was situated 
a couple of blocks from the depot. Entering the 
fly infested place through the unscreened door he 
saw a man with a pale vellow skin standing behind 
the counter, whom he took at first to be an old man 
but upon closer examination saw that the man was 
simply ill. The storekeeper asked to serve him. The 
Doctor replied “I am seeking a place to practice 
medicine and from the looks of you I think you 
need me. Is there anything I can do for vou?” 
The storekeeper replied that there was, and related 
“In the battle of Shiloh I was 
wounded in the groin by a spent minie ball which 


Luckily I 


the following story: 


cut across my urethra and opened it. 


escaped gangrene but I was in the hospital for a 


long time When the wound healed it restricted the 


flow of water. Evidently it has become inflamed 
for I have not been able to entirely empty my bladder 
for several days.” There were two instruments Old 
Doc carried on his inside coat pocket that were his 
pride and joy. One was a silver catheter and the 
other a tooth forceps and at that time they were 
probably the only two of their kind in the whole 
of eastern Kansas. Taking the storekeeper into a 
back room Old Doc laid him on a work table and 
opening a can of lard, took his silver catheter from 
his pocket, greased it well and relieved the store- 
keeper. He was to do this for many years until the 
rubber catheter came into use. Then he simply 
bought them for his patients and allowed them to 
treat themselves. Many of the old men thus catheter- 
ized themselves for years. If they didn’t have lard 
or butter with which to grease them they would 
often spit on the catheter. It was never boiled or 
even cleansed. It seems that these indivduals became 
used to their own infection and would even grow 
thickened bladder walls without much inconvenience 
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to themselves, but God help these old men when 
an enthusiastic young doctor in later years under- 
took to wash out their bladders. The patients de- 
veloped chills and fever and some of them came 
nigh to dying. If left alone many of these men 
died of old age in spite of the use of the catheter 
for fifteen or twenty years. 

It must be remembered that sanitary conditions 
both in the country and the city were very bad. In 
fact they were about on a par with sanitary con- 
ditions found in an Arab village of a thousand years 
ago. The wells were sunk on the downslope from 
the barn where the spring rains washed in not only 
soil but the excreta of animals. No one ever thought 
of washing the udder of a cow and strainers were 
put upon milk buckets in order to strain out the 
filth that had fallen from the cow’s udder into the 
milk. 
breast fed their infants but those who did not al- 


Infant feeding was a problem. Most mothers 
lowed their babies to nurse milk from bottles that 
When the child got old 
enough to take solid food the mothers chewed the 
Prac- 


had never been heated. 


food first then put it in the babies’ mouths. 
tically all of the mothers had pyorrhea and decayed 
teeth. 
culosis were thus transferred from mother to infant. 


One does not know how many cases of tuber- 


The tuberculous patient lived with the rest of the 
family, ate at the table with them, if he could sit 
up, and his dishes were washed with those of the 
family. Whenever he coughed or sneezed no attempt 
was made to guard others against the sputum that 
flew from his mouth. Spitting on the floor was not 
considered to be a mark of bad taste. Tuberculous 
cattle were not recognized consequently there were 
a good many cases of tuberculosis of the bones in 
Into this 


primitive village as far as sanitary conditions were 


our village and the surrounding country. 


concerned Old Doc started his practice. 
He had been there but a month when the usual 
Old Doc had 


read an article written some fifteen years before con- 


typhoid epidemic manifested itself. 
cerning the treatment of typhoid fever. It was the 
most modern approach that he had to this subject. 
The article was published in 1854 in the J.A.M.A. 
It was a symposium in which three men gave their 
opinions of the treatment of typhoid fever and the 
fourth man, the interlocutor, discussed the virtues 
of all. 


patients nothing and would allow them hardly any 


The first essayist would feed the typhoid 
water. He stated that his patients did badly upon 
food. Of course at the end of the fever’s raging he 
admitted that his patients were mere skeletons. The 
second essayist would feed them a full diet of soft 
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foods. The third would do nothing but bleed them. 
The interlocutor in reviewing the three essays com- 
mended each man upon his efforts but decided that 
bleeding was the best method of treating typhoid 
fever. Old Doc was expecting an epidemic of typhoid 
fever and had already decided what he would do. 
He would give them a moderate amount of soft 
foods, excluding milk for he stated that milk made 
large stools, thus his patients would not have a 
perforation of the intestines for if they did have, 
there was then no surgical procedure by which the 
guts could be mended and the patients would all 
die. It was not until 1886 that Rudolph Kroénlein 
removed the first appendix and had a living. patient. 
Old Doc decided to keep the rising temperature 
within bounds by temperate bathing and to train 
people in the family and in the neighborhood in 
the methods of simple nursing. He probably had 
fifteen cases of typhoid fever that year and he didn’t 
lose one of them. He was even forward enough to 
dig pits lined with quicklime into which he threw 
the excreta of the typhoid patients. 

The bloody flux was a prceblem with all the 
children from two to ten vears of age each summer, 
The mothers had no idea of proper feeding and 
would allow the children to eat green corn even 
when they were in the midst of this enteritis. The 
ravages among the infant population were great. 
It was a disease which produced bloated bellies, 
swollen legs and skeleton forms that retarded the 
children’s growth for years. Old Doc treated these 
patients with small doses of opium mass and later 
with paregoric, restricting their diet to smooth foods. 
Until the modern antibiotics entered the field this 
was as good a treatment as had ever been devised 
for these children. 

As winter came on the really fatal diseases made 
their appearance. The worse of all was the black 
diphtheria. All except the father of a family of 
five over on Bull Creek were wiped out by this 
disease. Old Doc said that diphtheria had a distinct 
odor and he could diagnose it by that odor when 
he stepped into the room. The same was true of 
typhoid, measles and a number of other diseases. 
This was a valuable clinical observation for many 
times he could diagnose the disease before the diph- 
theria membrane appeared in the throat and over 
the uvula. He claimed that when he entered a room 
his nose was his best diagnostic possession. There 
wasn’t anything he could do for diphtheria except to 
swab the throat with turpentine and use turpentine 
stoops around the neck. The membrane would 


progress rapidly down into the lungs and when it 
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loosened, if the victim were alive, he would cough 
out a cast of almost all of the bronchial tubes. A 
few of the cases survived but often suffered many 
complications, the least one being paralysis of the 
throat muscles so that water, instead of being swal- 
lowed, was blown out through the nose. 

Old Doc had one case of peripheral neuritis or 
paralysis of every part of the body excepting the 
jaws and the eyes due to the toxins of diphtheria. 
This patient finally recovered. Diphtheria antitoxins 
and lockjaw serum were not devised by Behring until 
1892 but as soon as it was available Old Doc used 
them. He was probably one of the first men in Kansas 
to use this life saving serum. He saved the life of 
the son of the most prominent citizen and thereby 
earned everlasting gratitude not only of that man 
but of all of the parents of children he has saved. 

Lockjaw was no problem to Old Doc in the early 
days. If anyone ran a rusty nail in his foot in the 
barnyard Old Doc knew just exactly what to do. 
Of course it is well known that the excreta of the 
horse contains the leckjaw bacillus in immense 
numbers, but it didn’t mean that every time anyone 
stepped on a nail in a barnyard that he died of lock- 
jaw. Some people paid no attention to the puncture 
wound and survived. Our Doctor split open the 
wound with a sharp bistory, being sure that he 
reached the bottom of the wound, and left a wick 
of turpentine in the open sore. No one ever devel- 
oped lockjaw during all of his practice in the vil- 
lage. How different the picture today. Should one 
run a rusty nail in his foot in a barnyard he would 
immediately be given lockjaw antitoxin and _ injec- 
tions of antibiotics in his hip. He might even be 
sent to the hospital for this treatment. The patient 
would not develop lockjaw but on the ninth or tenth 
day he would develop sore joints, low fever, pains 
and aches which would necessitate his going to the 
hospital where he would be given adrenalin, ACTH 
and cortisone. About the time he got over the serum 
sickness he would develop terrific reaction from his 
injected penicillin which would require another stay 
of a week or ten days in the hospital. If the patient 
got out of the hospital with a bill of less than $500 
he would be doing well. Old Doc charged his 
patients fifty cents. 


Lung fever followed close on the heels of diph- 
theria. The mortality was extremely high. The 
common practice in those days was to put the 
patient to bed with blankets, quilts and even goose 
feather beds on top of him. All of the windows 
in the room were closed and the cracks calked with 


pieces of old cloth. The victim was sewn up in a 
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cotton padded jacket from his neck to his hips. Not 
a current of air was allowed to strike him. (Quinine 


and calomel were the only things used to combat 
the fever. If that got too high he was given tincture 
of aconite to lower it. Old Doc didn’t believe in 
this kind of treatment. He allowed air to come 
into the room but no air current was to blow directly 
on the patient. He was given a moderate amount 
to eat, the ubiquitous quinine and calomel were 
administered. No padded jacket was sewn on him 
but mustard plasters were applied to his back and 
chest. Experimental work in later years showed this 
to be very good treatment. I think that his rate of 
mortality was much lower than it was in those 
who were treated in the classical manner. 

Erysipelas was not uncommon. It was treated 
with cranberry poultices or with fresh cow dung. 
Old Doc was never guilty of using the latter on any 
of his patients. In the spring there was the usual 
epidemic of measles and chickenpox. The morbidity 
was very high in measles and there were some deaths. 
It was often followed by middle ear infections and 
sometimes by mastoid disease. There were no opera- 
tions for this condition and many of the patients 
died. In some instances the measles would not break 
out on some member of the family although he had 
the red eyes, the coughing and a fever. In these 
cases the old women advised sheep dung tea to be 
given very hot, but Old Doc, when consulted, gave 
them hot sassafras tea. Tuberculosis was rampant 
in the whole United States at that time. I have no 
doubt that a quarter of the entire population was 
affected by this disease. There was no treatment for 
it. Scott’s Emulsion of Cod Liver Oil was given 
in some hopes that it would help. Patent medicines 
were in their heyday, none of them any good for this 
disease but Piso’s Consumption Cure was the favor- 
ite. There were two hunchbacks in our community 
and three children with tuberculosis of the hips. 
This is a high percentage in a population of only 
two hundred. It was not known at that time that 
the disease was transmitted to human beings from 
the milk of tuberculous cows. 

Venereal diseases were very common. The ma- 
jority of the young men occasionally went to the big 
city where they contracted gonorrhea. One always 
heard about the purity of rural communities vet Old 
Doc treated three cases of congenital syphilis and 
numerous ones of the acquired type. He is the one 
who always said “One night with Venus and three 
years with mercury”. He gave iodides in large 
doses and over long periods of time. His treatment 


for gonorrhea was the injection of one-fourth of one 
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per cent of silver nitrate. Rheumatism was treated 
by giving the pulverized bark of the willow tree and 
by the administration of cooked cranberries, both 
of which contain some salicylic acid. 

I remember the first time that I ever met Old Doc. 
I had been herding our cow along a country lane 
when this animal became cantankerous and I had 
to chase her through a hedge row. In the process 
I ran three hedge thorns in my big toe. One thorn 
was broken off. In three days my toe was swollen 
badly, red streaks ran up my leg and I had a tender 
knot in my groin as large as a black walnut. I 
went to see Old Doe about it. He took out the thorn 
and told me to go home and have my mother make 
a poultice of moldy bread and milk and to keep it on 
m\ foot for five day s, keeping it damp by the addi- 
tion of small amounts of sweet milk. He believed 
that moldy bread had particular virtue along this 
line. In five days my foot was practically well. 
Many folks in those days didn’t consult the doctor 
for minor ills. If the men became galled while 
plowing corn they stopped at the end of the field 
where the sun beat down upon the fine dust that the 
quails had made and taking down their trousers 
fanned this fine dust upon the affected places. They 
got almost immediate relief. We know now it was 
because of the antibiotics contained in the soil. Dur- 
ing cern shucking time in the fall every farmer 
had a can of pine tar nailed to the wagon bed. The 
application of this tar to the cracks in his hands 
healed them. 

No one knows why chloroform was not used as 
an anesthetic before the 1870's by the general prac- 
titioner in both the city and the country. Liebig 
had compounded this chloroform in 1834, six vears 
before Morton used sulphuric ether to produce com- 
plete anesthetic state. Old Doc did use cholorform 
in the 70’s in his obstetrical practice. At that time 
most of the people and especially the doctors thought 
that pain and suffering were a natural part of child- 
birth and that the women should bear these tortures 
without complaint. Old Doc thought differently. 
When he went to one of the houses of the village 
or a farm house to deliver a baby he took a can of 
chloroform with him. When it was time for the 
baby to be delivered and the pains were very close 
together he tied a string around the upper end of 
the can and tied the other end of the string to the 
head of the bed so that the can of chloroform hung 
within easy reach of the patient. He punched a hole 
in the top of the can, placed a crude chloroform 
mask over the patient’s nose and told her to take 
the can in her hand and drop the chloroform on the 
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mask, all the while counting one, two, three, etc., 
dropping about fifteen drops of chloroform to the 
minute. When the can dropped from the patient’s 
hand Old Doc got busy and delivered the baby. If the 
patient came to before the delivery was done he had 
her repeat the process so that she was under safe 
anesthesia most of the time and suffered very little 
pain. If there was a tear in the perineum Old Doc 
sewed it up then and thus avoided a great many 
of the perineal weaknesses that developed in women 
who have been torn by childbirth. This was a much 
safer procedure than to have the anesthetic admin- 
istered by the husband or a neighbor woman. They 
might give too much but the patient would always 
drop the can and stop the anesthesia before she was 
under too deeply. 

The Old Man and the Madstone was an institu- 
tion in our part of the country. He lived over by 
Wea Creek and possessed one of these miraculous 
stones handed down to him by his grandfather. It 
had been tried and tested on dozens of cases and 
everybody for miles around knew of its great power. 
Their fathers and grandfathers had recounted many 
cases of hydrophobia that had been prevented by the 
use of this stone. The thing itself was a round 
brown stone like glazed sphere composed of the 
matted hairs:swallowed by the Virginia deer as he 
cleansed his hide with his tongue and after a time 
had regurgitated it. 

Rabies or hydrophobia is a disease that has at- 
tacked man for hundreds of centuries. At no time 
has there ever been an extensive epidemic but the 
disease has been endemic in all countries at all 
times, althought the actual number of persons afflicted 
has been extremely small. The dog is the most com- 
mon vector. It was not until Pasteur had consum- 
mated his experiments that there was any hope for 
the poor wretch who had been bitten by a rabid 
animal. The immunization treatment of Pasteur must 
be started before the disease has had time to entrench 
itself in its victim. In spite of poor communica- 
tions at that time the news of Pasteur’s great dis- 
covery spread to far-off countries but the rural people 
of the nineteenth century knew nothing of this dis- 
covery. If they had heard of the vaccine they would 
have considered it a new fangled and dangerous idea. 
They had extreme confidence in the Mad Stone. If 
a person were bitten by a dog the family took the 
injured member to the old man with the mad stone. 
He soaked the stone in sweet milk and then applied 
it to the site of the bite. If it stuck to the wound 
the diagnosis was certain. The dog was rabid. The 


stone was sucking out the poison. It was alternately 
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soaked in milk and applied until it fell off of its own 
accord. The charge for the service was one dollar. 
Of course the majority of the dog bites were by 
non-rabid dogs but credit was always given to the 
stone. In one case it failed. A child, a hog and a 
calf were bitten by the same dog. The child was 
taken to the old man. The stone stuck in the proper 
manner and after it had fallen off the child was 
taken home. Everything was serene until about the 
thirtieth day when the sow went berserk, charged 
anything in sight, slobbered at the mouth and could 
not eat or drink. After three days she died. At 
the same time the calf began to run in circles, became 
paralyzed in the hind quarters and dragged itself 
around the lot. It could not eat or drink and 
foamed at the mouth until it died on the fifth day. 
The father believed so strongly in the efficacy of 
the Mad Stone that when the boy complained of 
a drawing in his throat he paid no attention to it. 
The boy claimed that he swallowed water with 
great difficulty. He was sent to bed. He was rest- 
less all night and when his mother brought his milk 
toast in the morning he grabbed the bow] with shak- 
ing hands, lifted it to his lips and spewed the whole 
mess over himself, his mother and the bedclothes. 
Then he got up and began to run around the room, 
falling, stumbling, running into things and butting 
his head against the wall. In a hoarse voice he kept 
calling for water, water, but he couldn’t drink it. 
They were urged to take the boy to the big city by 
Old Doc who came immediately when the father 
told him the story. Old Doc sized up the situation 
accurately and told everybody to stay out of the room 
except the mother. He said ““The Mad Stone has 
failed and the boy is rabid.” Binding him hand and 
foot they loaded him into a wagon and as fast as 
they could drive took him to a hospital in the city. 
The stricken child struggled continuously against 
his bonds. The sweat stood out on his pale face and 
his eves were wild and unseeing. He called for 
water, water, tanks of water in his strange hoarse 
voice but when the dipper of water was placed to 
his eager lips he sprayed it all over the room, for 
by that time all of his throat muscles were paralyzed 
and only the explosive force of his abdominal mus- 
cles remained. Then came the growls and howls 
due to this paralysis of his throat. They became 
fainter and fainter and his struggles grew less and 
less as the last day wore on and finally came the 
total paralysis. He died after five days. Old Doc 
knew about Pasteur’s work but it was too late to do 
anything about it after the boy had developed the 
symptoms. 
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Folks had cancers in those days but a lesser num- 
ber were afflicted then than in modern times. The 
two reasons that there were fewer cancers were, first 
that people didn’t live long enough to reach the cancer 
age except in a few cases, and secondly, so many died 
of cancer without anyone knowing that any malig- 
nancy was present. There must have been many 
people who died of cancer of the lungs, stomach, liver, 
intestines and uterus but neither the doctors nor the 
people were aware of it. There was never an au- 
topsy performed in our village and bodies were 
buried without issuance of death certificates. Some 
of the older men did have cancers on their skin, 
Some were truly enormous because there was no 
means of controlling them. Old Doe didn’t even try 
to treat them because he had nothing at hand with 
which to do the job. 

There was an old woman over on Gil’s Ford on 
Bull Creek who had a method of curing skin cancers 
which she guarded so zealously that nobody ever 
found out what it was. Some thought she used the 
rain leeched liquor from the trough of the wood 
ash hopper and others thought she made a concoction 
out of ground up May apple (mandrake) that grew 
profusely in the forest, but whatever it was it seemed 
to be very effective. Whenever a customer came to 
see her she made a cash proposition that included 
bed and board. She never had more than one patient 
I have 
no doubt that it was the same one employed in the 
time of Queen Elizabeth the First. At that time a 


paste was made of one-third by weight of white 


at a time. She used some kind of paste. 


vitrol, two-thirds by weight of plaster of paris or 
wheat flour, the two well mixed and wetted down 
into a thick white mud with the spirits of wine. 
The old lady would mix the formula and taking a 
clean case knife would plaster the mixture into the 
cavity of the cancer and allow it to stay there until 
it fell out in from nine to fifteen days. The pain 
was terrific but she had nothing to relieve it for 
that was long before the time of aspirin. The pa- 
tients came away from her place with great red 
scars on their cheeks or with holes in their noses 
or great gaps in their lips through which the teeth 
showed, but she cured some of them, and our faces 
are red now in modern times because we have re- 
vived that old method of treatment prescribed two 
hundred years ago. It is used on cancers that are 
resistant to x-ray and radium and too extensive for 
surgery. 

Pompy drove up to the depot just a few minutes 
before the train stopped on its way to the big town. 
He had his old Pappy riding in the back end of the 
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spring wagon. 


Pappy had a game leg which had 
been creased by a falling tree when he was a young 
slave in Alabama so it was much more comfortable 
for him to sit on the hay in the wagon bed. Pompy 
had just tied the horses to the hitching rack when 
the first faint toots of the incoming train were 
heard. The horses picked up their ears as the roar 
of the oncoming train increased. As the screeching 
of the brakes reached a high crescendo Pappy stood 
up in the wagon just at the same time the terrified 
horses broke loose from the hitching rack and turn- 
ing sharply at right angles literally took off for tall 
timber. Pappy was thrown with great force upon 
the hard packed cinders by the side of the depot 
platform, breaking his game leg between the knee 
and hip and running the split end of the raw bone 
into the cinders. The members of the GAR who 
were among the group recognized that Pappy was in 
deep shock and sent for Old Doc to come imme- 
diately. When he got there he had to push through 
the people to get to Pappy who was lying quietly 
on the ground. Old Doe was a forthright individual 
and the first thing he did was to put a brandy bottle 
to Pappy’s lips. The first swallow of the fiery liquid 
opened old Pappy’s eyes. Meanwhile Old Doc or- 
dered the onlookers to shed their coats and put them 
under and over old Pappy until some quilts and 
Old Doc found 
Pappy’s pulse was weak and thready, his mouth 
He knew 
that the injured man was in deep shock and would 
have to be taken out of that condition before the 
leg could be amputated. 


jugs of hot water could be brought. 


was open and his eyes glassy and staring. 


The leg was straightened 
and the bone put back in the flesh. Old Doe then 
reached for the three bed slats an old veteran had 
brought. He quickly put the slats around the leg 
and tied them in place with a piece of rope in order 
that Pappy could be moved to a bed in the home of 
one of the villagers. A two by four was laid across 
the high head and foot of the bed. Jugs of hot water 
were placed around him and he was covered with a 
blanket. A quilt was thrown over the two by four, 
thus making a crude shock tent. A lantern was hung 
to the two by four to give added warmth and hot 
coffee was poured down old Pappy’s throat, along 
with two grain of opium mass. The second cup 
of coffee was laced with another slug of brandy and 
when that fiery liquid went down his throat Pappy 
opened his eyes and groaned. After two hours of 
hard labor and skillful attention and with the aid 
of the women who could help him Old Doc suc- 
ceeded in getting Pappy out of his shock and decided 
that the time had come to cut off the leg. The 
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injured man was placed on the table and the tem- 
porary splint removed. Six men were detailed to 
hold Pappy down. Old Doc tied a rope tightly above 
the open fracture, slipped two hand holds made of 
clothesline into it so arranged that they were like 
handles on a basket When the assistants pulled 
back on the rope handles it not only stopped the 
hemorrhages but pulled the loose skin back so that 
there would be skin flaps left to cover the bare end 
of the bone. Meanwhile the women were boiling 
the saw, the knives and the other instruments in 
soda water, not with the idea of sterilizing them, 
for even Old Doc didn’t know anything about germs 
or asceptic surgery, but they were boiled to cut 
off the axle grease with which they had been coated 
The dirt was scrubbed from the 
injured leg with soap. 


to prevent rust. 
There was no antiseptic 
Old Doc took the 


long ivory handled amputation knife, which was 


with which to paint the skin. 


about ten inches long, and cut entirely around the 
He then cut 
all of the muscles in a few circular motions, down 


leg in one swift, circular movement. 
to the bone. The surgeon asked for the saw and 
with a few swift strokes sawed the bone through 
and the leg fell to the floor, three minutes after the 
first knife cut. 
he was too full of brandy and opium. 


Pappy didn’t feel much pain because 
The black- 
smith was standing ready with a heated endgate rod 
to burn the ends of the big nerve of the leg so that 
Pappy would not have pain in the foot of his am- 
Also careful instruc- 
tions were given to young Pompy to bury the foot 


putated leg to his dying day. 


with the toes pointing to the setting sun, true East 
and West, so that in after life Pappy’s spirit would 
not be going backwards in his last journey. A wrong 
way foot would condemn him to eternal confusion 
and perhaps to Hell. 

Old Doc tied off the big vein and arteries with 
linen thread and cauterized the little veins with the 
hot endgate rod. Under Old Doc’s instructions one 
of the men loosened the tourniquet to see if any new 


Because of the 
retraction of the skin there was enough of that 
organ left with which to make stump flaps. After 
these flaps had been sewn together Old Doc trimmed 
off the edges with a pair of scissors, leaving two 


bleeders were brought to light. 


triangular pieces of skin which were buried with 
the amputated leg. The bugbear of that day of 
surgery, gangrene, did not occur. The leg healed 
quickly leaving an excellent stump, well padded with 
muscle. Old Doc did not trim the end of the bone 
to make it round. In modern 


days it has been found if this is done the leg has 


He was correct. 


to be reamputated. Pappy made himself a peg leg out 
of good willow wood and skuffed around the village 
That 
was the only real serious operation that Old Doc 
ever did, for shortly after that the use of anaesthetics 
became general and surgical cases could be trans- 
ferred to the hospitals in the big cities where more 
skillful surgeons than Old Doc took over. 


fifteen years more before he died of ald age. 


When appendectomies began to be common opera- 
tions Old Doc laid away his surgical instruments 
forever and devoted himself entirely to the practice 
of medicine. It was not until the twentieth century 
that he really began to use modern therapeutics and 
even then there were but few specific remedies. He 
When 
he entered a sick room his patient immediately felt 
better, unless he was afflicted with some desperate 
Old Doc’s kindly administration to his 
patients did them far more good than the medicines 
he gave them. That lesson should be taken to heart 
in modern days for eighty per cent of the methods 
used in the curing of the sick are based upon psycho- 
somatic principles. 


was a master of psychosomatic medicine. 


disease. 


Old Doc was a great physician 
in his day and had he lived a half century later 
would also have been counted among the great. 
1103 Grand Avenue 


Kansas City, Missouri 
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Club Foot Treatment 


I. Introduction 


N DECEMBER, 1953 the late Dr. H. Page Mauck 

requested that a Club Foot Clinic be organized 
in conjunction with a club foot program in order 
to (separate) remove these patients from the mass 
of general clinic patients. Under the enthusiastic 
supervision of the senior author this has been done 
and is now firmly established. Too much credit 
cannot be given to the personnel of the Crippled 
Children’s Bureau and the Public Health Nursing 
Service of the State of Virginia for their role in this 
project. Largely through their efforts we have been 
able to initiate early treatment and continue treat- 
The Crippled Chil- 
dren’s Bureau has not only supported the hospitali- 
zation of these children but it has also established 
a foster home program which has enabled us to con- 


ment without interruption. 


tinue the immediate post-hospitalization treatment 
on a regular uninterrupted out-patient basis. When 
less frequent visits are required the children are 
discharged from their foster home and the Public 
Health Nurse in the field then visits the children 
in their homes to observe their general health, detect 
complications in plaster and insure their early and 
regular return to the clinic. In the meantime, every 
effort is made to have the patients return regularly 
to their local crippled children’s clinics in order 
that the initial referring physician may participate 
in their care. 

In the case of non-indigent patients a similar plan 
could be readily established between the referring 
physician, his office nurse and the physician to 
whom the patient is referred. 

The present report is based on our experiences in 
the management of 48 children with 77 club feet 
since our club foot program was begun in December, 
1953. Eighteen control patients, the ‘inherited’ 
group, with 29 club feet already under treatment 
were enrolled and 30 new patients with 48 club 
feet have since been enrolled. (Table I). 


From the Department of Orthopedic Surgery, Medical 
College of Virginia. 

Presented at annual meeting of The Medical Society of 
Virginia, Richmond, October 16-19, 1955. 


VoL. 83, JuLy, 1956 


Results of Continuative Management 


CARL J. RONCAGLIONE, M.D. 
WILLIAM M. DEYERLE, M.D. 
Richmond, Virginia 


Recent thorough discussions of the etiology of 
club feet are available elsewhere; however, a brief 
review of the etiology, pathology and diagnosis at 
this point will facilitate the subsequent discussion 
on treatment!. 

II. Etiology 

By congenital club feet in this instance we refer 
specifically to the most common of all congenital 
deformities, talipes equino varus. Even though we 
have treated a number of children with congenital 
talipes calcaneovalgus their cases are not included 
because they have presented no great problem. 

The exact etiology of congenital club feet is not 
known; however, in most cases a combination of 
several factors is probably at fault. These con- 
siderations are four, the first two involving the 
products of conception and its pre-natal surround- 
ings. All four may, however, be modified by ex- 
ternal influences such as radiation, viral disease, 
parental age, multiparity and starvation. The four 
considerations are: (1) hereditary, (2) faulty or 
arrested embryonic or fetal development, (3) em- 
bryonic and fetal-maternal neurovascular and me- 
tabolic disorders and (4) intra-uterine malposition. 

Mall and Murphy’s division of all congenital 
deformities into primary deformities (resulting from 
some inherent defect of or pre-fertilization influence 
upon the germ cells) and secondary deformities (the 
fetus or part is conceived without defect but is de- 
formed because of postconception influences or lack 
of influences) has aptly been applied to the case 
of congenital club feet by Kite*. Hauser’s observa- 
tions on etiology of club foot perspicuously separate 
club feet into a larger first (Secondary) type with 
an excellent prognosis under ideal conditions and 
a smaller second (Primary) type accompanied by 
other congenital anomalies, familial occurrences and 
a poorer prognosis*. He emphasizes the importance 
of distinguishing between these two types not only 
from the viewpoint of prognosis but treatment as 
well. (Figs. 1 & 2). 

In view of the similarity between some of the 
severely contracted congenital club feet and the ac- 
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TABLE I 


Freer 
No. or Patients 
No. or Freer 
MALES 


White 
Colored 


FEMALES 
White 
( ‘olored 


Mae Freer 
White 
Colored 


FEMALE Freer 
White 
Colored 


PERCENT BILATERAL 
Male 
Female 


LACE 
White 
Colored 


No. or SEVERE CasEs.. 
No. or MopeRATELY SEVERE Cases 
No. or Casgs........... 
quired Volkman’s ischemic paralysis, a prolonged 
intrauterine neurovascular disturbance remains a 
very likely cause in some cases. Maternal metabolic, 
vascular, degenerative and infectious diseases as 
well as parental age and starvation, undoubtedly 
account for many congenital anomalies as well as 
club feet. 

Uterine anomalies, tumors, multiparity and twin 


pregnancies reportedly are responsible for a large 


POSITIONAL ETIOLOGY ? 


ial torsion 2 weeks old 


Telipes equine internal tio 


Fig. 1.—Secondary deformity. 
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Control 
Before After 
December December 

1953 1953 Total 

18 30 48 

29 18 Vi 

12 17 29 
0 l 

12 16 28 
6 13 19 
0 3 3 
6 10 16 

19 29 1S 
0 

19 28 47 

10 19 29 
0 5 5 

10 14 24 
7 12 19 or (39.6%) 
4 7 11 or (22.9%) 
0 } or (08.33%) 
IS 26 44 or (91.66%) 
16 (SS8.88°%) 16 (53.3%) 32 or (66.66%) 
2 (11.12%) 7 (23.33%) 9 or (18.74%) 
0) 7 (23.33%) 7 or (14.60%) 


portion of club foot deformities. The severity of 
the deformity is proportionally greater when intrau- 
terine malposition exists from the first through the 
last trimester of pregnancy. 


Fig. 2.—Primary deformity. 
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TABLE II 


COMPARATIVE RESULTS 


Controts—18 Cases Treated by Various Technicians in the Orthopaedic Department 
ContTINUATIVE TREATMENT—30 Cases Followed in the Club Foot Clinic 


TREATED IN Casts 


DURATION IN MONTHS 


12 24 30 


Continuative 


Treatment... +-° 


HOsPITALIZATIONS 
Per Admissions 


Controls 2.6 


Continuative 
Treatment 1.4 
Per Patient 


Continuative 
Treatment... II 6 


III. Pathology—Static and Dynamic 


Actually the entire pathologic al picture of club 
feet is a dynamic one and the terms static and dy- 
namic are used here in the interest of clarity. 

Static— Grossly there are three basic deformities 
composing a club foot: (1) the fore foot is toed 
in, (2) the hind foot is rolled under to the inner side 
and (3) the entire foot is plantar flexed into the 
equinus position. 

Other accompanying deformities not consistently 
seen are (1) shortening of the great toe, or all of 
the entire first ray of the foot, (2) plantar flexion 
contracture, (3) internal or external tibial tortion 
and (4) occasionally the entire lower leg is atrophic 
and smaller and is described as a “stalk leg”. It is 
felt that this latter component, when present, is a 
basic part of the congenital deformity either present 
from the beginning or that it develops as a result 
of the dynamic process of growth of an individual 
with a club foot rather than as a result of treatment 
with corrective plaster casts. 


A. Bony—Coincident with these gross anatomical 
deformities is the abnormal relationship between the 
preosseous cartilagenous structures of the foot. The 
metatarsal row is held to the inner side in varus, 
and the navicular (scaphoid) is displaced to the 
inner side of the astragalus (talus) exposing the 
lateral articular surface of the head of the astragalus 
to palpation on the lateral border of the foot in 
line with the lateral metatarsals. In the normal 


foot the astragalar head is in line with the medial 
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metatarsals. In addition, the astragalus is plantar 
flexed and correction of this presents a difficult prob- 
lem inasmuch as very little manipulative control of 
the astragalus can be achieved because of the ab- 
sence of musculotendinous attachments. The os calcis 
(calcaneus) is angulated medially beneath the as- 
tragalus and is in plantar flexion by virtue of the 
strong pull of the Achilles tendon. There is no 
evidence to support the idea that deformity of the 
bones of the middle and hind foot is a part of the 
pathological picture initially. When this is present 
it is usually due to their uncorrected abnormal 
relationship. 

B. Soft tissue—The soft tissue deforming ele- 
ments are: (1) the abnormally increased strength 
and size of the anterior tibial muscle and particu- 
larly of the posterior tibial muscle and their result- 
ing increased mechanical advantage associated with 
the opposite situation of the peroneal muscles, (2) 
abnormal inserting attachments of the posterior tibial 
and Achilles tendons, (3) fibrotic contracture of the 
medial and posterior joint capsules, tendon sheaths 
and shortening of the neurovascular structures on 
the inner side of the foot and (4) anomalous supra- 
numerary muscles. In all of our operative correc- 
tions we have found that the posterior tibial muscle 
had inserting attachments to the plantar fascia and 
over the medial tubercle of the astragalus and medial 
surface of the sustentaculum tali blending in with 
the deltoid ligament. In three we found a supra- 
numerary muscle simulating the palmaris longus of 


the hand by the nature of its insertion into the 
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Tas_e IIT 
COMPARATIVE RESULTS 


CoNnTROLS 


18 Cases Treated by Various Technicians in the Orthopaedic Department 


ConTINUATIVE TREATMENT—30 Cases Followed in the Club Foot Clinic 


Apmissions PER Pa- 
TIENT 
Controls 
Continuative 
Treatment 


9-5 


SuRGICAL PROCEDURES 
Per Patient 
8 
Continuative 
Treatment 0.2 


PERCENT OF UNSATIS- 
FACTORY RESULTS 
BEFORE Bony Sur- 
GERY 

Yontrols 
Continuative 
Treatment 


AVERAGE AGE IN 
Montus TREATMENT 


BEGUN 
Treatment. 2:2 


Continuative 


6.6%—Corrected 3.3% 


5 Months—Corrected 1.9 Months 


Table No. 3.—The unsatisfactory results in both the control and continuative treatment groups were cor- 
rected by radical surgical release. The average age in the control series was corrected by 1.9 months by 


excluding one case which was eighteen months old. 


plantar fascia, and in another there was a deform- 
ing contracting band which had resulted from “blind” 
subcutaneous surgery performed previously. The 
flexor muscles of the toes rarely contribute primarily 
The Achilles tendon of the triceps 
surae is usually always shortened and is often 


to the deformity. 


attached more medially on the superior posterior 
surface of the tuberosity of the os calcis. 

Dynamic—A severe club foot deformity will re- 
quire application of corrective plaster casts at one 
or two week intervals over a period of many months 
and perhaps for a year or two. We have come to 
recognize and appreciate the nature of the repetitive 
trauma associated with this. The end result of 
fibrosis following traumatic inflammatory edema and 
immobilizatien of the venous and lymphatic return 
is well known. In order to allow this reaction to 
subside before again subjecting the foot to further 
correction we begin delaying the plaster changes 
to two to three week intervals as soon as the rapidity 
of the growth of the child will permit. Therefore, 
there is a race against time between the need to 
advance skillful correction as rapidly as possible 
and the subsequent scarring and contracture per- 
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petuated by the repeated application of less progres- 
When the latter process 
wins the race, as it is apt to do in those inherently 


sive corrective plasters. 


resistant, so called “recurrent club feet’, or when 
correction has either been inadequately accomplished 
or maintained, the problem of future management 
is indeed compounded. All individuals interested in 
this subject know well the value of beginning cor- 
rection immediately after birth and the need to 
carry the correction to completion as rapidly as the 
dermatomusculotendinous and neurovascular com- 
ponents of the foot will permit, together with ade- 
quate maintenance in the corrected position. 


IV. Diagnosis and Prognosis 


In most cases the diagnosis of club foot can be 
made by inspection alone. However, more than just 
a label for the condition is required both by the 
parents as well as the physician. Determination 
of whether it is a primary or secondary congenital 
deformity should be made as soon as possible in 
view of the fairly good prognosis of the former and 
the poorer prognosis of the latter. Sometimes this 


differentiation cannot be made until the results of 
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2.9 Months 


early treatment are observed, but in most cases 


thorough examination by palpation immediately 
after birth will reveal to the experienced examiner 
the true nature of the deformity. The primary con- 
genital club foot is more frequently associated with 
a history of familial occurrence and the presence of 
other anomalies. Differentiation between these 
tvpes of club foot is made more difficult when treat- 
ment has been delayed, when the infant is past the 
newborn age, when treatment has been interrupted 
and when more than one person is participating in 
the application of corrective plasters or surgery has 
been performed. The early diagnosis of the degree 
of severity cannot be over-emphasized inasmuch as 
a more severe club foot is more difficult to correct 
and maintain and will require more aggressive treat- 
ment over a longer period of time. Quite often the 
complicating factor is the underestimation of the 
A mild club foot at birth un- 
treated during the first three to four weeks of life 


will subsequently present itself as a severe club 


degree of severity. 


foot even though the actual contour of the deformity 
has not increased. More often than not, the con- 
tour of the deformity will increase also. In pal- 
pating a club foot, one should therefore determine 
the prominence of the head of the astragalus on the 
outer border of the foot and its general alignment 
with the metatarsal rays. The prominence of the 
tubercle of the scaphoid on the inner border of 
the foot together with the alignment of the fore foot 
with the hind foot should be noted. The degree of 
inner displacement and rolling under of the os calcis 
and particularly the relation of the tubercle of the 
os calcis to the posterior aspect of the ankle joint 
and fat pad of the heel, as well as the shortness of 
the Achilles tendon, should be observed. 
ually applying 


By man- 
appropriately directed corrective 
forces over these anatomical land marks, the degree 
of resistance to correction can be evaluated and it is 
the repetition of this evaluation between plaster 
changes that reveals the degree of severity as well 
A well corrected club 
foot should hardly be any less pliable than a normal 


as the corrective progress. 


foot and one should be able to carry the foot into the 
so called “over-corrected position” in which the 
dorsum of the foot nearly touches the shin just 
above the ankle with the heel lateral to the ankle. 
Observation of the depth of the “dimple” over the 
sinus tarsi on the outer border of the foot is an 
excellent index of evaluation. Unenthusiastic ob- 
servation in these respects can mean mistaken prog- 


nosis. Failure to make regular progress may indi- 
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cate the need for surgical intervention and uncor- 
rected deformities in older children often require 
the aid of surgery initially. By and large correction 
of the fore foot can usually be accomplished with- 
out surgery. It is the correction of the inversion 
and equinus of the heel in a very small group that 
will require operative treatment. 


V. Treatment 
A. Basic Treatment with Serial Corrective Plaster 
Casts 

The objective in club foot treatment is to over- 
come the grossly deformed non-functional foot as 
rapidly as possible and obtain a foot with satisfac- 
tory function. Because of the nature of the de- 
formity and its correction to a satisfactory weight 
bearing propelling anatomical unit on which shoes 
must be worn, functional correction in this case is 
practically synonymous with cosmetic correction. 
Kite and many others have shown that gradual pro- 
gressive correction produces the best results. In 
our clinic we have used only plaster casts in the 
initial attempt at correction. Others have used 
corrective bandages and various splints and braces, 
and during the initial stages of correction closed 
manipulation under anesthesia. 

We begin treatment as soon as the general con- 
dition of the infant will permit, usually on the 
second or third day of life. Treatment begun at any 
later date has allowed the loss of precious time 
during which much could have been accomplished. 
Delayed beginning of treatment has been among the 
most serious obstacles to overcome. Now we are 
called to see children with club feet as soon as they 
are recognized in the newborn nursery. However, 
occasionally a baby with a very mild deformity is 
overlooked and is therefore not recognized until 
the return six weeks checkup. By this time a very 
pliable deformity has become a resistant one. 

Initially we apply two-inch plaster bandages to 
the foot while manually unwinding the curled up 
foot. (Fig. 3). 
severity and progress of treatment this may be 


Depending upon the degree of 


repeated at one-week intervals, two or three times. 
Because of rapid growth during the first three 
months of life plasters should be changed at weekly 
or ten-day intervals. Also the rapidity of correc- 
tion during the first month of treatment requires 
more frequent plaster changes and as correction nears 
completion progress is much slower and less fre- 
quent plaster changes are needed. On the other 
hand, the reaction from trauma to the soft tissues 
is continuously aggravated by changing the casts 
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Fig. 3.-Unwinding first plaster. 


too often. As soon as the foot has been unwound 
plaster shoes are applied while an assistant exerts 
downward pressure on the flexed knee with the 
foot held against a flat surface beneath the sole. 
Corrective forces are exerted over the head of the 
talus laterally and the tubercle of the navicular, the 
shaft of the first metatarsal and the inner tubercle 
of the os calcis medially. The thumb of the oppo- 
site hand is used to correct the alignment of the head 
of the talus. Depending upon the stage of cor- 


recuon the application of the plaster shoe varies in 


Fig. 4—Application of plaster shoe smug around heel. 
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that plaster is cut away beneath the lateral malleolus 
in the early stages and in the later stages when the 
foot is being dorsiflexed the plaster shoe is molded 
tightly behind the heel to hold the os calcis on the 
flat surface and in dorsiflexion. In addition the 
plaster shoe must be cut away from around the 
dorsum of the foot as well as the lateral inframal- 
leolar area to prevent pressure damage to the skin. 


(Fig. 4,5 & 6). 


Fig. 5—Plaster shoe cut away with molding over head of 
astragalus laterally (thumb) and tubercle of scaphoid medially 
(index finger). 

In all cases the plaster shoe is then built into a 
long-leg plaster cast extending to the groin with 
the knee flexed 90°. (Fig. 7). This is the method 
devised by Dr. J. Hiram Kite, based on the concept 
that a club foot deformity must be corrected in its 
distal segments first. Failure to obtain correction 
of the fore foot as manifested by the dimple over 
the sinus tarsi and alignment of the head of the 
astragalus with the medial metatarsals will not allow 
eversion of the os calcis and dorsiflexion of the foot. 
(Fig. 8). If these latter two corrections are forced 
before the astragalus is properly aligned the foot 
will be broken in the mid tarsal area and the so 
called “rocker bottom foot” will be produced. The 
rocker bottom foot does not serve well, functionally 
or cosmetically, and is prone to recur in the form 


VirctIntaA MeEpicaAL MonTHLY 


; 
A 
q 
Gor: 
3 4 ee 
: 
its 


Fig. 6.—Continuation from pictures 4 and 5 
(1) Molding plaster shoe behind heel 
(2) Flat surface beneath foot. 
(3) Assistant exerting downward pressure on knee. 


Plaster shoe has been built into long leg plaster cast 
extending to the groin with the knee flexed 90 degrees. 


Fig. 7. 
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Correction of forefoot varus and inversion of hind 
foot before dorsiflexion is begun. 


Fig. 8. 


of a deformity which is a more difficult problem to 
handle than the original club foot, to say nothing 
of the difficulty in properly fitting shoes. In an 
orderly, well planned fashion the correction should 
proceed by first correcting the fore foot, obtaining 
the dimple over the sinus tarsi and aligning the 
head of the astragalus with the first metatarsal fol- 
lowed by eversion of the entire foot at the subastra- 
galar joint prior to any attempt at dorsiflexing the 
foot and correction of the short heel cord. (Figs. 
9, 10, & 11). 
cuts to bypass this lengthy procedure extending 


There are no substitutes or short 


Fig. 9. 


Combined overcorrected position after dorsiflexion 
with correction of equinus is completed. 


over a period of one to eighteen months, depending 
upon the severity of the case. Once correction is 
obtained it should then be maintained to keep the 
foot supple, until the child is old enough and able 
to walk. 


ploy the use of pre-walker club foot shoes with the 


During this maintenance period we em- 


Denis Browne? splint, manual stretching exercises 


291 


4 
| 
i 


Fig. 10.--Dimple of correction over sinus tarsi. 


Fig. 11.—-Well corrected club feet should be flexible enough to 
permit the dorsum of the foot to touch lower anterior leg 
above ankle. 

by the parent and walking boot plaster casts. Until 

the child is walking without evidence of ‘“recur- 

rence” of the deformity we see the patient at fre- 
quent intervals, every two to fcur weeks. Again 
this is a variable period cf time depending upon 
the severity of the individual case. Post correction 
observation will therefore vary from a few months 
to one or two years. Initially club foct shoes for 
walking are used regardless of how mild the de- 
formity may have been and regular shoes are used 
only when justified by a permanent pliably cor- 
rected foot. Even so, elevation of the outer borders 
of the soles and heels is occasionally advised. At 
each change of plaster corrective progress is rated 
and it follows that this notation is most accurate 
when the same observer sees the same patient 
throughout the course of treatment. Only by this 
continuative management plan can one accurately 
and early determine when no further progress is 
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being made toward the so called, ‘‘over-corrected 
position” and therefore recognize the need for sur- 
gical intervention prior to repeated trauma to the 
foot and consequently the loss of time resulting in 
more scarring in the foot and delayed walking. 
Depending upon the state of correction at which 
time unconquerable resistance is met, various sur- 
gical procedures are employed. Our experiences 
with early subcutaneous operative procedures have 
led us to discontinue this practice in that the results 
have been unsatisfactory and also because we per- 
haps have not mastered this technique in what 
appears to be blind surgery at a time when one is 
unable to accurately determine exactly where the 
correction should be applied. We are opposed to 
any subcutaneous surgery. Also we have come 
to believe that small and repeated open surgical 
procedures at various intervals during the manage- 
ment of a severe resistant case do not produce as 
good a result as does one well planned, accurately 
timed operation designed to accomplish all that 
could not be accomplished with the use of serial 
corrective plaster casts. Only the indicated surgery 
should be done. If all but lengthening of the heel 
cord has been corrected in plaster, then a heel cord 
lengthening tenotomy should be done. But before 
this is dene one should accurately determine that 
this is indeed the only uncorrected element of the 
foot. The presence of one uncorrected component 
of the club foot should always stimulate the search 
for other uncorrected elements and an operation 
designed to overcome one resistant part does not 
facilitate the subsequent correction of the other 
uncorrected parts. Enthusiastic, aggressive, me- 
thodical correction in plaster therefore cannot be 
over-emphasized. However, failure to make further 
corrective progress should be noted as early as pos- 
sible in order to avoid breaking the foot. This 
need for surgical intervention cannot be recognized 
properly until plaster casts have been applied con- 
sistently for several months, namely six to nine 
months or longer. 

If at this stage the need for a heel cord lengthen- 
ing and posterior capsulotomy is clearly indicated 
there should be no delay in carrying this out and 
continuation of correction in plaster should be re- 
sumed inasmuch as this operative intervention is only 
an aid in the treatment and not a curative pro- 
cedure. Early discontinuation of progressive cor- 
rection both post operatively and in the non-surgical 
case is a constant cause of trouble. Temporizing 
with a foot that is prone to “recur” both during 
the post corrective maintenance observation period, 
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and, in the surgical case, in the post operative con- 
tinuation of correction is a block over which all 
of us have stumbled. If any doubt exists as to the 
presence of “recurrence” resumption of serial cor- 


rective or maintenance plasters is indicated. 


B. Surgical Treatment 

We have successfully employed in several of our 
resistant cases the operation recently advocated by 
Dr. Fred Thompson®. This is based on our belief 
that unsurmountable resistance, when present, ex- 
tends throughout the entire foot and not just one 
element of the club foot and the resistance is due 
to a combination of factors consisting of (1) in- 
creased strength and size of the posterior tibial 
muscle and its covering accompanied by abnormal 
inserting attachments of this structure, (2) scarred 
contracted joint capsules of the medial joints of 
the foot and (3) a contracted shortened posterior 
capsule and Achilles tendon. In every case in 
which we have released these structures we have 
found this to be true in addition to the finding that 
the scaphoid was still medially displaced in front 
of the head of the astragalus. The operation calls 
for exploration of the medial side of the foot and 
surgical release of all obstructing structures. In 
most of the cases we have operated we have divided 
the posterior tibial tendon at its insertion and freed 
it from its retinaculum, excised the medial astragalo- 
navicular, subastragalar and posterior crural cap- 
sules, lengthened the Achilles tendon and when 
indicated lengthened the middle component or all 
of the deltoid ligament. Post operatively the foot 
is held in the corrected position for four to eight 
weeks or until pliable and since all of these patients 
have been old enough to walk, ambulation was 
begun immediately upon removal of the plaster. 
Walking plaster casts may be used if necessary. 
The results so far have been uniformly gratifying. 
Correction of the foot at operation should be done 
cautiously since the amount of correction is limited 
by the tightness of the neurovascular bundle. Vis- 
ual observation and palpation of the pulsation of 
the posterior tibial artery prior to closure of the 
wound will indicate the point at which correction 
of the foot impairs the circulation. (Fig. 12 & 13). 


VI. Complications 

The common complications we have encountered 
before treatment was begun are prematurity, other 
anomalies, feeding problems and starvation, other 
illnesses, skin diseases, tumors, etc., and delay in 
reporting for treatment. After treatment has been 
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Fig. 12.-Bilateral Club feet with “stalklegs”’ 
Has had bilateral “blind’’ subcutaneous surgery during early 
correction and a heel cord lengthening and posterior cap- 
sulotomy on a second occasion. At a third operation a radical! 
medial release was done on the right foot The left foot 
shows one of the indications for the radical medial release. 


Fig. 13.—-(1) Untreated club foot of a sixty year old patient. 
(2) Note that weight is borne on the head of the plantar flexed 
ast*atalus. 

(3) Special made shoes are necessary. 
begun complications to watch for are pressure sores 
and inadequate circulation, dermatitis, inadequate 
correction, failure to resume casting at the earliest 
sign of recurrence, failure to maintain adequate 
correction until the patient is walking, other medi- 
cal or surgical illnesses, and failure to recognize the 
need for surgical intervention resulting in a broken 

“rocker bottem foot’’, the corection of which cannot 

be undertaken until five to seven years later when 
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bony reconstruction can be done. Surgical complica- 
tions result from inadequate blind subcutaneous 
surgical releases, multiple minor open surgical pro- 
cedures performed too early before an adequate trial 
in corrective plasters, circulatory inadequacy in 
plaster post operatively, and failure to follow through 
with treatment in plaster post operatively. 


VII. Summary 

Continuative club foot treatment has been dis- 
cussed in detail from the viewpoint of etiology, 
pathology, diagnosis, prognosis, treatment and com- 
plications. Differentiation between primary and 
secondary deformities has been emphasized as well 
as the continuative treatment in plaster beginning 
on the second or third day of life. The indications 
for surgical intervention have been described and 
are few. Complications before and after treatment 
has been begun have been listed. Transfer of the 
anterior tibial tendon laterally and the posterior 


tibial tendon anteriorly through the interosseous 


membrane or laterally to the peroneal tendons has 
not been employed. Comparatively results of mul- 
tiple and singular management are shown. 
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How To Fight Malpractice Threats. 


Do you know what to do when a patient claims 
malpractice ? 

Some doctors don’t. 
or they talk too little. 

While “there’s no foolproof system for avoiding 
a malpractice action,” concedes J. Joseph Herbert, 
chief legal counsel for the Michigan State Medical 
Society, in an article appearing in the May issue of 
MepicaL Economics, “. . . there are several steps 
the physician can take to protect himself from the 
moment any patient indicates dissatisfaction.” 

1. “If your patient so much as hints he thinks 
something’s wrong, immediately raise your guard 
and treat him with polite but noncommittal for- 
mality.” 


They either talk too much, 


“Remember that malpractice is defined as a breach 
of duty on the physician’s part. A bad result is 
not proof in itself of a breach of duty. Above all, 
don’t gratuitously assume the blame for a bad re- 
sult,” the lawyer warns. ‘Speak in carefully chosen 
phrases.” 

2. “At the first hint of a malpractice claim, notify 


your insurance company. Don’t wait until the word 
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‘lawsuit’ is mentioned. Phone your carrier as soon 
as you think the patient might ultimately take 
action. The company’s representatives will be glad 
to advise you what to do.” 

3. “If suit seems possible, immediately review 
your office records. ‘Then go to the hospital and 
examine all relevant records there.” 

Full preparation has saved cases for many a 
doctor, Herbert points out. But, he quickly adds, 
“if any lawyer other than your own asks to see your 
records, refuse.” 

4. “Always be completely frank with your own 
lawyer and with your insurance company’s lawyers. 
It’s their job to help you best only if they know 
all the facts—even the ones you may think unim- 
portant.” 

5. “Finally, if you’re sued—or suspect a suit is 
brewing—seeck out some of your own colleagues. 
Get their advice and help.” 

“Don’t be embarrassed at telling them the whole 
story. . . . They may be able to help you decide 
whether to settle or to fight. 
to testify for you, if that should prove necessary.” 


And they may be able 
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Joint Manipulation in General Practice 


ORE AND MORE our profession is coming 
*to realize that joint manipulation can relieve 
joint pain which may be either recent or may have 
persisted for years in spite of excellent conservative 
conventional care. But it remains a mystery to most 
physicians how this relief by manipulation is brought 
about. Such cures are still attributed by some to 
“psychotherapy” for a basically psychoneurotic con- 
dition. This tends to produce a deterioration in 
patient-doctor relations. 

Perhaps the misunderstanding on this subject 
arises because manipulation is a type of therapy 
whose basic tenets are not stressed in medical schools, 
whose principal practitioners are not medically 
trained, and whose legitimate indications and ra- 
tional end results are unknown to the bulk of the 
medical profession. Loose talk of “little bones” 
being put back where we know that no little bones 
exist and of hypothetical lesions which have never 
been demonstrated to anyone’s satisfaction has done 
little more than to increase professional bias towards 
it. 

It is my main purpose, therefore, to present to 
you the concept of joint function, the loss of which 
is pain producing and the restoration of which is 
pain relieving. ‘The movements to be described are 
easily performed at any normal synovial joint and 
their range can be demonstrated radiologically; they 
are painless and specific and therefore physiologi- 
cally normal. 

Not only will a loss of one of these movements 
impair the normal] voluntary movement at a joint, it 
will also per se produce pain in that joint or at any 
distant place from the joint which shares a common 
dermatome with it. 

Voluntary joint function is entirely dependent on 
the integrity of these secondary movements which 
are not under the control of voluntary muscles and 
which I call “joint play”. 

The existence of joint play is best demonstrated 
by considering one of the simplest synovial joints— 
the second metacarpo-phalangeal joint. 
is most easily handled and examined. 

The movements which make up the range of joint 
play at this joint are: 1. 


This joint 


Long-axis extension. In 
Virginia, Richmond, October 16-19, 1955. 
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this movement the base of the phalanx is drawn 
away from the head of the metacarpal bone which is 
stabilized. This opens up the joint space in the 
long axis of the finger. 2. 
glide. 


The anterio-posterior 
The joint space is opened up anteriorly or 
posteriorly, neither movement bearing any relation- 
Side-bending. This 
movement opens up the joint space on either side 
and bears no relationship to abduction or adduc- 
tion. 4. Rotation. 


ship to flexion or extension. 3. 


This movement is that of simple 
rotation of the base of the phalanx on the immobile 
head of the metacarpal bone, and bears no relation- 
ship to circumduction. 

These movements have been more fully and graph- 
ically described in the literature. In performing 
them neither the ligaments of the joint nor the 
muscles in relation to the joint should be stretched; 
only the slack in them is taken up. 

There is a similar range of joint play at all the 
synovial joint in the limbs and is easily demon- 
strated. At each joint the range is specific to the 
joint but common to the same joint in all normal 
people. Space does not permit such a demonstra- 
tion. However, if this fact can be accepted then it 
is only logical to broaden the expression “all syno- 
vial joints in the limbs” to ‘‘any synovial joint any- 
where in the body”. There are one hundred and 
twenty of these joints in the vertebral column. It 
is illogical to deny that something will occur in 
spinal joints just because they cannot easily be 
handled or visualized. 

Manipulation, as we understand it, is a therapeutic 
maneuver designed to restore a lost movement in the 
range of joint play and is in no way concerned with 
the restoration of movement in the voluntary range. 
The object of manipulation is to relieve pain from 
joint dysfunction; incidentally the voluntary range 
of movement may be restored but this is because there 
is no longer involuntary interference to prevent the 
articular surfaces from moving freely on one another 
and therefore the muscles are free to move them. 

The pre-requisite to successful manipulative ther- 
apy is, of course, correct diagnosis and one’s diag- 
nostic examination should be directed to the detec- 
tion of the loss of a movement of joint play. Further, 
one must recognize the bizarre pattern of referred 
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pain which may occur from joint dysfunction. This 
often bears little relationship to the accepted pat- 
terns of segmental nerve supply. 

An equally important facet in diagnosis is found 
in history taking. The history of the onset of a 
patient’s symptom is important. Joint dysfunction 
most often results from an unguarded or uncon- 
trolled movement and its onset will be sudden. The 
patient’s localization of the symptom will often direct 
the examiner’s attention to a joint and the constancy 
of the localization will be important even if there 
is referred pain as well. The symptom of pain from 
simple joint dysfunction will be relieved by rest 
and aggravated by activity. There will be no evi- 
dence in the history of other disease which could 
manifest itself in this sequence of events. 

On physical examination, it is characteristic of 
joint dysfunction that there is limited movement 
in the range of joint play, with or without gross 
impairment of the voluntary range of movement. 
Pain occurs at the limit of movement and disappears 
when the examining stress is removed. At the 
limit of movement the pain produced should be a 
reproduction of the pain of which the patient com- 
plains. 

All examining movements for joint dysfunction 
should be passive for, by definition, search is being 
made for the loss of movements which cannot be 
actively performed and also to differentiate signs 
arising from joint and muscle pathology. Confusion 
of symptoms and signs may arise when both muscle 
and joint dysfunction are present concurrently as 
so often happens in recent traumatic cases and in- 
variably occurs in long-standing cases because sec- 
ondary changes occur in muscles which have been 
in protective spasm for any length of time. 

Of course bone and joint disease as a cause of 
joint dysfunction must be carefully ruled out before 
advising or performing joint manipulation. As a 
therapeutic measure following manipulation, treat- 
ment of any secondary muscle involvement must be 
undertaken so that normal joint movement may be 
maintained; otherwise the joint dysfunction will 
readily recur. 

In performing joint manipulation attention to the 
detail of technique is vital to the success and safety 
of therapy. Only one articular surface should be 
moved on another at one time. Only one movement 
should be performed at one time. No forceful move- 
ment, overmovement or abnormal movement should 
ever be used. 

Manipulative technique must be learned on the 
normal before any attempt is made to move a joint 
in which there is abnormal function. Too often 
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failure of manipulation is blamed on the therapy 
when the blame lies with the manipulator. Manipu- 
lation should not be a treatment of trial and error. 
To manipulate a joint where there is a history of 
increased stiffness after rest often courts disaster. 
Fractional manipulation is often indicated especially 
when intra-articular adhesions are thought to be 
present; 7. e., repeated manipulations, each one re- 
storing a part of a lost movement to be sure of 
avoiding joint damage and reaction which may lose 
movement rather than regain it. 

If, in general practice, you can satisfy yourselves 
that a patient’s symptoms are arising from simple 
joint dysfunction then I think you are justified in 
asking a well-trained manipulator to treat your 
patient for that specific complaint just as you would 
ask a physical therapist to give physical therapy for 
you or a radiographer to carry out an x-ray examina- 
tion for you. But you should make the diagnosis 
yourself. The day should not be too far distant when 
simple manipulations could be carried out in the 
general practioner’s office. But this cannot be until 
the teaching of this branch of orthopaedics is in- 
cluded in the curriculum of medical schools and 
until postgraduate courses are available to you. 

I would like to close by quoting from the writings 
of one of the greatest teachers of the past. Some ten 
years or so before the Declaration of Independence 
was written, Mr. Percival Pott said: “If what I 
have to urge is not capable of being verified and 
confirmed by experience, it must sink into nothing; 
but if, upon trial, it shall be found by the majority 
(as it has been by me and others) to. be not only true 
and practicable, but conducive to the ease and bene- 
fit of the afflicted, it ought to have as much weight, 
though delivered by a living writer, as if it had pro- 
ceeded from the remotest antiquity: its use, not its 
date, should give it value. If practitioners, since the 
time of Albucasis, had been contented with his doc- 
trine, and never had ventured to think for them- 
selves, surgery had not been what it now is, and 
its great merit would still have consisted in the mul- 
tiplicity of its hot irons.” 

Mr. Pott was talking of surgery. In considering 
manipulative therapy, his words could well have 
been written today. But this exhortation must be 
temperered by the admonition: learn well what to 
do, how and when to do it before personally at- 
tempting therapeutic manipulation, but do not 
deprive your patients of relief from pain because of 
prejudice. 


2500 Wisconsin Avenue 
Washington, D.C. 
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Carcinoma of the Prostate With 


Metastases to the Penis 


HE PENIS is rarely involved by a metastatic 
tumor. The most recent report listed 35 ex- 
amples to which the authors added 4 of their own’. 
Two of their cases were metastases from the prostate. 
Discrepancies as to the exact number of prostatic 
carcinoma with penile metastases are found amongst 
various articles reviewed due apparently to failure 
to include instances in the foreign literature. Hell- 
wig and Waller® thought their case was the tenth. 
The cases of Wilson et al", and Espinosa et al* 
raises this figure to 12. The above-mentioned two 
cases of Hamm and Weinberg‘ increases the total 
to 14. 
appear to be the fifteenth example of this rare 


The following case report would therefore 


phenomenon.* 


CasE REPORT 

E. G., a 60-year-old, white man was admitted 
April 27, 1954 with complaints of a “knot in the 
penis”, for the past three weeks. The past history 
revealed increasing narrowing of the urinary stream, 
dribbling and nocturia. Physical examination show- 
ed a hazel-nut-sized, firm, non-tender lesion in the 
mid-shaft of the penis, slightly to the left of the 
midline. On rectal examination there was a hard, 
nodular prostate suggestive of carcinoma. The posi- 
tive laboratory findings consisted of a slightly ele- 
vated acid phosphatase. The penile lesion was biop- 
sied on the 3rd hospital day (see pathology report 
below), and the patient was discharged shortly there- 
At the time 
that he left the hospital he was given 24 mg. of 
TACE a day. 

The patient was next seen in the office on June 
4, 1954. The prostate gland was not quite so hard, 
and there was no evidence of induration of the penis. 
He was seen at monthly intervals until Sept. 21, 
1955. During this time several different estrogen 
preparations were used, namely, premarin, TACE 


after to be followed as an out-patient. 


From the Department of Surgical Pathology and Urolo- 
gy, Medical College of Virginia, Richmond, Virginia. 

*McGarran’s paper * is unavailable for study, as it was 
not found in several large libraries checked. Inclusion 
of this author’s case would therefore make the present 
case the sixteenth to be reported. 
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and stilbesterol. Despite this therapy, the prostate 
continued to increase in size, and seemed to extend 
upward to involve the seminal vesicles. Urinary fre- 
quency gradually became more pronounced, and from 
time to time hematuria was noted. At no time was 
there any complaint. of priapism. 

On November 26, 1955, the patient re-entered 
the hospital where a transurethral resection, and or- 
chiectomy was done. Two months following dis- 
charge from the hospital the patient’s predominant 
complaint has been mild urinary bleeding. 


PATHOLOGIC FINDINGS 


Biopsy of penis. Gross (S-54 3244). 
men consisted of an ovoid piece of skin and under- 


The speci- 
lying tissue, 2.5 by 1.3 by 1 cm. In the center was 


a previously incised, poorly-outlined, granular 
nodule, approximately 1.5 cm. in diameter, and 
occupying the depth. 

Microscopic - Section showed multiple vascular 
spaces characteristic of the corpus cavernosa of the 
penis. Most of these sinuses were plugged with 


tumor masses composed of compactly-arranged, 
large, polygonal cells with bizarre, vesicular nuclei. 
(Fig. 1). Mitoses were frequent and averaged 1 per 
high power field. The tumor showed no differentiat- 
ing features and glandular structures were not ob- 
served. (Fig. 2 and 3). Many of the tumor masses 
were mixed with the blood of the cavernous spaces. 
In general the tumor was confined to the blood 
sinuses, and the over-all pattern suggested that 
the penis was involved by diffuse embolization of 
the sinuses of the corpus cavernosa. 

Tissue removed from transurethral 
Gross. (S-55 8951). 


irregular cylindrical fragments of tissue submitted 


resection. 
The specimen consisted of 6 
in formalin. The largest was 3 by 0.5 cm. 
Microscopic - Sections showed a highly anaplastic 
epithelial tumor distorted by the method of removal. 
Portions of prostatic tissue were occasionally seen 
infiltrated and partially replaced by the tumor. In 
better preserved areas solid sheets and masses of 
tumor cells were present with poor attempts at glan- 
(Fig. 4). 


dular formation. The cells varied mark- 
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Fig. 1. Vascular spaces of the corpus cavernosa plugged with 
0. 


tumor cells. x 


Fig. 2. Medium power view to show two of the blood sinuses 
filled with tumor cells. x 150. 


edly in size and shape, and were often extremely 
large with bizarre nuclei and prominent nucleoli. 
The cytoplasm was vacuolated or finely granular. 
Mitoses were frequent. Many venous channels were 
(Fig. 5). 
of this material with the lesion from the penis 


plugged with tumor cells. A comparison 
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Fig. 3. High power view of Fig. 2 to show cellular details of 
neoplasm. x 40 


Fig. 4. Photomicrograph of primary prostatic neoplasm removed 
by transurethral resection. x 300. 


showed that the neoplasms were identical. 
Diagnosis: Carcinoma of prostate with metastasis 
to the penis. 
COMMENT 
The pathogenesis of metastatic lesions of the 
penis has been variously explained on the basis of 
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Fig. 5. Venous channel within prostate plugged with 
tumor cells. x 300. 


retrograde venous spread, retrograde lymphatic per- 
meation and direct extensicn. In the present case 
there was extensive invclvement of the cavernous 
spaces of the penis, in addition to the presence of 
tumor thrombi within venous channels of the prostate 
gland. It therefore seems likely that the mode of 
spread from the prostate was via the venous system 
through the deep dorsal vein of the penis. 

The absence of priapism is surprising since the 
blocking of the cavernous spaces of the corpora 
cavernosa by tumor is generally given as the reason 
for the development of priapism. From a study of 
the previously reported cases of metastatic neoplasms 
of the penis, it would seem that patients are just 
as apt not to have priapism as well as to complain 
of it. 


SUMMARY 

A case of carcinoma of the prostate with metastasis 
to the penis is described. 

The mode of spread was thought to be via the 
prostatic veins, and through the deep dorsal vein 
of the penis. 
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Doctors Are Churchgoers. 


How religious is the U.S. doctor? 

Very religious, reports MrepicaL EcoNoMIcs in 
article appearing in its May issue. From a recent 
survey of the country’s physicians, the business 
magazine learned that “about two-thirds of the 
respondents say they attended church services at 
least once in the month preceding the survey. Of 
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these, more than half went four times or more.” 

What churches do the doctors attend? “Nearly 
60 per cent of the surveyed physicians consider 
themselves Protestant, in one of some twenty dif- 
ferent denominations (led by Presbyterians, Metho- 
dists, and Episcopalians). Seventeen per cent are 
Catholics, 15 per cent Jewish.” 
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Rupture of the Esophagus 


oo of the esophagus was a clinical medi- 
cal entity even before the development of the 
esophagoscope during the latter decades of the 19th 
century. After this development and use of the 
scope, ruptures became more frequent. 

The most common causes of this condition are: 

1. Passage of esophagoscope. 

2. Instrumental dilatation of strictures. 

3. Foreign bodies. 

4. Rupture of esophageal ulcers. 

5. Spontaneous rupture of esophagus from per- 

sistent vomiting—often seen in alcoholics. 
6. Penetrating wounds or external violence. 
7. Perforation by malignant growths. 


Fig. 1. Shows tracheotomy in place and a large trapped pocket 


of air between the cervical spine and esophagus. 
There are three common sites of rupture in areas 
These are at (1) 
the cricophyaryngeal area, (2) the site at the level 


where the esophagus is narrow. 
of the aortic arch and the left main bronchus, and 
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(3) the site immediately above the point of narrow- 
ing where the esophagus passes through the dia- 
phragm. Most observers report at least 50% of per- 
This is the cricopharyn- 
Cervical per- 


foration at the first site. 
geal area or the cervical esophagus. 
forations are less dangerous than those occurring in 
the middle or lower one-third of the esophagus. The 
posterior wall is more often involved than the an- 
terior wall leading to air in the fascial plains of the 
neck. 

The advent of sulfonamide and antibiotic therapy 
has altered our concept as well as our results in the 
treatment of esophageal perforation. Prior to their 
use, this condition, in the vast majority of instances, 
was followed by the fulminating course of an acute 
mediastinitis and death. Because the effective an- 
tibiotic agents are more commonly administered at 
the slightest provocation, the treatment of patients 
who are suspected of having esophageal rupture is 
often begun early, and fatal mediastinitis either con- 


trolled or aborted. Nevertheless, it is important to 


establish the diagnosis definitely and to realize that 
antibiotic treatment alone is insufficient to prevent 
death. 


Fig. 2. Patient in the early part of his illness showing 
marked emphysema. 


The symptoms and signs resulting from perfora- 
tion of the esophagus vary considerably with the 
position and nature of the injury. Fever, pain, and 
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swelling form a symptom complex of positive diag- 
nostic value. Pain is the first symptom noted and 
may increase so rapidly in severity that deglutition 
becomes impossible. It is accompanied by marked 
tenderness over the site of perforation and swelling 
which may be caused by emphysema, cellulitis or 
abscess formation. Dyspnea is often observed as 
the result of pressure or swelling in the region of 
the larynx. Fever is an early and important index 
of the severity of the infection. Increasing general 
malaise, chills and delirium may occur with the 
formation of purulent material. 

Diagnosis is made from a careful history, the 
presence of the above symptoms, and x-ray findings. 
X-ray is an invaluable aid in diagnosis as well as 
assistance in following the progress of infection in the 
peri-esophageal tissues. 

General acceptance of the principle of early sur- 
gical drainage of the site of infection, which is the 
unfailing sequel of every perforation of the esoph- 
agus, is now an accomplished fact in most cases. 
The nature and extent of the lesions secondary to 
perforation have great influence on the majority rate. 
This rate varied from 15% to 65° depending on 
whether the infection involved just the mediastinum 
or whether a complicating empyema was present. 


Fig. 3. Patient at time of his discharge from the hospital. 


A similar case to the one to be reported in this 
paper could not be found in the literature. In this 
case conservative treatment was considered the one 
It is not 
advised for the average case of esophageal rupture. 


of choice and proved to be wise therapy. 


L. S., a 52 year old, white male was first seen in 
my office on April 29, 1954. He gave the following 
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history. On Saturday, April 24th, he swallowed 
a piece of pork bone which lodged in his throat. He 
finally vomited it up after violent coughing and 
straining. Following this episode he had painful, 
difficult deglutition, and was only able to take 
liquids. The following day he saw his family doc- 
tor who examined him but felt that no medication 
was indicated. 

On April 28th, three days after the initial episode, 
he developed chills with fever, swelling of the neck, 
and with much effort and pain could take only a 
moderate amount of liquids. The next day he con- 
sulted Dr. Philip Cox of Fredericksburg. At that 
time he was acutely ill, having fever with marked 
cellulitis of his neck and edema of the laryngeal 
region. He was given 600,000 units of penicillin 
and referred to me. 

On April 29th, L. S. was observed as an acutely 
ill patient; temperature 104°, cellulitis of the neck, 
edema of the epiglottis with difficult swallowing, and 
dyspnea with stridor. 
Willis Hospital. His laboratory work showed Hgb. 
82%, Whe. 21,400, Pm. 84, L. 7, Mo. 9. X-rays 
taken on the same day showed (1) edema of the soft 


He was referred to Johnston- 


tissues, (2) a trapped pocket of air in front of the 
cervical spine and behind the esophagus in the pre- 
vertebral fascial space. The rest of the esophagus 
was negative, barium being used as a contrast 
medium. Chest 
Apparent per- 
foration of the esophagus by a previously ingested 


There was no foreign body noted. 
films were negative. Conclusions: 
foreign body which was not found to be present, 
swelling and edema of the tissues and a pocket of 
trapped air between the esophagus and spine. The 
patient was started on a combiotic, aureomycin, and 
intravenous fluids. 

On April 30th, the patient’s dyspnea became worse 
with evidence of laryngeal obstruction, and a trache- 
otomy became necessary. 

On Monday, May 3rd, the patient developed air 
in the left side of the face. A puncture wound under 
the left jaw released an odorless air which quickly 
reformed. 

The clinical picture remained the same except for 
the disappearance of chills and a reduction of fever. 
His temperature leveled off at 100° and remained 
there. 

On May 6th x-rays showed subcutaneous emphy- 
sema involving thorax, hypopharynx, carotid sheaths 
and mediastinum. 

On May 7th the hypopharynx was swollen like 
a balloon, air being in the bucco-pharyngeal fascial 
space. It was released by a stab wound in the 
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hypopharynx. The air reformed and was repeatedly 
released. 

The patient was fed by intravenous medication 
until May 9th when it was felt safe to pass a feeding 
tube. The tube was passed without difficulty, and 
intravenous fluid was discontinued. Aureomycin and 
combiotic were the antibiotics continued. 

X-rays taken on May 14th gave the following con- 
clusions: (1) Subcutaneous emphysema, (2) em- 
physema and fluid in the superior mediastinum, and 
(3) emphysema in the carotid sheaths. No broncho- 
esophageal fistula was noted when iodized oil was 
used as a contrast media. Oil passed into the lungs, 
due to the esophageal obstruction, by overflowing into 
the trachea. 

After fluoroscoping the patient in an upright posi- 
tion on the following day, Dr. William Johns re- 
sected the seventh rib posteriorly and opened the 
superior mediastinum releasing fluid and air. The 
emphysema in the carotid sheaths, hypopharynx, and 
neck subsided immediately. The next day the pa- 
tient was able to take fluids by mouth and could 
breathe without a tube; therefore both feeding and 
tracheotomy tubes were removed. 

The patient did well post-operatively, but on dress- 
ing the chest wound there was found to be present 
a bronchial fistula, which healed spontaneously after 
removal of the drain. 

The patient was discharged on the fortieth day, 
the ninth day following his chest operation. He 
lost forty pounds of weight during this period. 

One month later he returned to regular work and 
has been well ever since. 

This paper discusses the problem of esophageal 
rupture and presents an unusual case of this con- 
dition which responded well to conservative treat- 
ment. 

I should like to express my apreciation to the 
men who saw this patient with me and helped in 
his recovery, Dr. E. T. Gatewood, and Dr. William 
Johns. 
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Paget’s Disease of the Nipple 


JOHN W. DEVINE, M.D. 
JOHN W. DEVINE, Jr., M.D. 
T. M. THORNHILL, M.D. 
Lynchurg, Virginia 


AGET’S DISEASE is a rare unilateral eczematoid 

affection which involves the nipple region in 
women and which ultimately terminates in malig- 
nancy, first described by Paget of London in 1874. 

Diagnosis: Is made by biopsy and demonstration 
of Paget cells. 

Treatment: Radical mastectomy with axillary dis- 
section. 

Symptoms: The malady commences insidiously 
as a sharply circumscribed eczematous inflammation 
of the nipple and immediate contiguous areola. There 
may be a slight scaling at first and later as a result 
of the presence of a sticky, viscid fluid which ex- 
trudes, there is more or less crusting. Itching is an 
early symptom and pain is frequently present. The 
lesion does not respond to anti-eczematous treatment 
and never heals spontaneously. The affected plaque 
is sharply defined and densely infiltrated. Even- 
tually the process gradually extends peripherally 
into an area many centimeters in diameter, or the 
entire breast is involved. The nipple becomes re- 
tracted and fissuring and erosion occur. Sooner or 
later in from one to three years a superficial ulcerat- 
ing or a deep nodular carcinoma develops and ulti- 
mately the entire breast may be affected. As a result 
of lymph node involvement the contiguous axillary 
nodes alse may be invaded. The connection between 
the eczematous disorder and the carcinomatous con- 
dition which succeeeds it has not been definitely 
settled. Some people feel that it is two lesions and 
that the nipple lesion is the result of the underlying 
carcinoma which is always found. Paget cells are 
large, sharply defined, unenucleated cells with deeply 
staining nuclei and a retractive, faintly staining 
protoplasm. Their presence is pathognomonic of the 
malady. Unless there are great contraindications 
the treatment of choice is a radical mastectomy with 
axillary node dissection. 

Prognosis: In early cases by doing a radical breast 
amputation and axillary dissection the prognosis is 
good. In extensive and advanced cases the prognosis 
is the same as that of carcinoma of the breast. 


CASE REPORT: 
Chief Complaint: 
about a year”. 


“Scabbing of the nipple for 
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Family History: No known cancer. 
Past History: 


nursed all three. 


Three children alive and well 
No breast abscess or nipple lesions. 
Present Illness: About one year ago first noticed 
the left nipple ‘‘scabbing’”—paid little attention to 
this, but used various ointments found around the 
house. There was no itching. 
clothes would stick to the nipple. She heard over 


the radio “sores that do not heal may be cancer”’. 


Occasionally the 


A year after the onset she consulted her family phy- 
sician Dr. J. Glenn Cox of Hillsville, Virginia. Dr. 
Cox referred her immediately to Dr. William Kauf- 
man, a dermatologist in Roanoke, Virginia, who on 
her first visit biopsied the lesion. 
found in the biopsy by Dr. Gale. 

ommended a radical mastectomy. 


Paget cells were 
Dr. Kaufman rec- 
Physical Examination: Well developed and well 
nourished, 50 year old white female in no pain or 
distress, although she was aware of her diagnosis 
and why she was referred to the hospital. ‘Don’t 
seem like nothing much wrong to me but the doctors 
say cancer so I came to get the breast taken off.’ The 
only positive finding on physical examination was 
the left nipple. 


Breast: No masses or tenderness could be found 


in either breast. The left nipple showed a small 
V-shaped fissure that was difficult to see. Fig. 1. 
(Two weeks had lapsed since the biopsy was done.) 
There was no retraction or other abnormalities. The 
impressive part of this lesion was the lack of positive 
findings and the normal appearance of this nipple. 
No axillary nodes were palpable. 

Course in Hospital: The patient was prepared for 
a radical mastectomy on the basis of Dr. Kaufman’s 
biopsy which showed Paget’s cells. 

Operation: A radical mastectomy was done with 
an axillary node dissection. 
(1-14-56) 


Gross Description: 


The pathology report 
was as follows: 


A left breast with pectoral 
muscles and axillary contents attached. The nip- 
ple is slightly crusted and a small fissure is present 
on the lateral side. Section through nipple reveals 
no gross pathology. Multiple sections of breast 
reveal normal appearing breast tissue. 


Dissection 
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of axilla reveals seventeen nodes from 0.4 to 2 cm, 
long. All are grossly negative. 

Microscopic section of the nipple reveals that 
the epithelium is heavily invaded by large rounded 
cells with rather clear cytoplasm and large hyper- 
The epithelium 
of three of the main ducts of the nipple is made 
up of similar cells. 


chromatic pleomorphic nuclei. 


Diagnosis: Paget’s disease of nipple with un- 
derlying duct carcinoma. No axillary metastases 
found. 

T. M. THorNuILL, M.D. 
Discharge Note: The patient had an uneventful 


recovery following the radical mastectomy and will 


demonstrated in the biopsy the treatment of choice 
is a radical mastectomy with axillary dissection. The 
prognosis is good in these cases that are diagnosed 
early. Paget’s disease of the nipple should always 
be suspected and ruled out in the unilateral ecze- 
matous irritation of the nipple. 
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be followed in the tumor clinic every six months. 
We feel that her prognosis is excellent. 


CONCLUSION 
Any unilateral eczematous lesion of the nipple 
should only be treated for a period of two to three 
weeks with ointments and if it does not completely 


heal a biopsy should be done. If Paget’s cells are 


4. Handley, S., in Choyce and Beattie: System of Surg- 
ery, 1912, vol. 2. 

5. Cheatle, G. L., and Cutler, Max: ‘Tumors of the 
Breast, J. B. Lippincott Co., Phila., 1931. 

6. Sutton, R. L.: Diseases of the skin, C. V. Mosby Co., 
St. Louis. 


610 Church Street 
Lynchburg, Virginia 


ANNUAL MEETING 


THE MEDICAL SOCIETY OF VIRGINIA 


ROANOKE, OCTOBER 14-17, 1956 


304 


VirGINIA MeEpIcAL MONTHLY 


. 


Unsuspected Chronic Subdural Hematoma 


A Five Year Survey 


HRONIC SUBDURAL HEMATOMA has been 

regarded as an extremely interesting condition 
for over a century and in spite of marked advances 
in diagnosis and treatment, it has continued to 
perplex even the most astute clinicians. In the 
eighteenth, nineteenth and early twentieth centuries 
the lesion was chiefly of interest to pathologists be- 
cause nearly all cases were diagnosed at autopsy, 
and it was considered exceedingly rare until it was 
brought to the serious attention of the medical pro- 
fession in 1925, by Putnam and Cushing‘. 


that time many clinics have reported large series 


Since 


of cases that were diagnosed and surgically treated, 
but rare indeed have been reports of series of cases 
which were not found until post mortem examina- 
tion. 


The diagnosis and treatment of chronic subdural 
hematomas have recently been reviewed in this jour- 
nal by Meredith*, who has commented on unusual 
and interesting cases which have been treated at the 
Medical College of Virginia Hospitals. At this same 
institution in the five year period from 1947, through 
1951, there were 1600 autopsies. In five of these 
a chronic subdural hematoma was found, which for 
the purpose of this paper has been defined as ap- 
pearing to be at least ten days of age (i.e., when 
membrane formation has taken place), which was 
not suspected during life. 


Report OF CASES 


Case 1. 
injured in an automobile accident in November, 


J.D., a 50 year old white male, was 


1947, and was hospitalized elsewhere for a few days 
because of a small linear fracture at the base of 
the skull. 
weeks later he was found dead in his hotel room. 
Autopsy revealed complete occlusion of the circum- 
flex branch of the left coronary artery and an old 
subdural hematoma containing about 30 cc. of fluid 
in the right parietotemporal region. The subdural 
hematoma was apparently asymptomatic during life. 

This manuscript is an abridged version of a paper 
written while Dr. Wright was a senior student at the 
Medical College of Virginia in 1955. 


He did not lose consciousness. Four 
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Case 2. M.M., a 43 year old white male was 
found lying unconscious at the foot of the steps to 
his apartment and was dead on arrival at the emer- 
Blood alcohol level was 0.11%. There 
were abrasions of the skin on the nose and forehead 
and ecchymoses of the eyelids. 


gency room, 


Autopsy revealed 
a marked fatty change in the liver and an acute 
massive hemorrhage into the already existing mem- 
brane of a chronic subdural hematoma, measuring 
15 x 9 x 2 cm., and overlying the left parietotemporal 
region. 

Case 3. B.R., a 4 month old Negro female was 
admitted on January 1, 1949, with a history of an 
upper respiratory infection for a week with fever 
and drowsiness and a generalized convulsive seizure 
several hours before admission. On admission to 
the hospital she was comatose and having right 
sided clonic convulsions. Temperature was 103.4° 
F., pulse 136/min., and respirations 36/min. Ex- 
amination revealed convergent strabismus, pharyn- 
geal injection with a purulent discharge, moist rales 
in both lung bases, and a moderately loud systolic 
murmur audible over the entire precordium. The 
hemoglobin was 7.5 gm.%, RBC’s 3,960,000 mm‘, 
WBC’s 16,400 mm*, and the peripheral smear 
showed 58% neutrophils. A lumbar puncture was 
performed and study of the spinal fluid revealed 
protein 386 mg.%, sugar 20 mg.%, WBC’s 141 
mm* with 93% neutrophils. Culture of the spinal 
fluid revealed pneumococci, type 12. 

She was treated with blood transfusions and re- 
ceived penicillin intramuscularly and intravenously 
and sulfadiazine by hypodermoclysis and later by 
Mastoidectomies were performed bilaterally 
and revealed purulent material which had invaded 


mouth. 
to the dural surface on both sides. Cysternal taps 
were done daily and penicillin injected intrathecally. 
The patient responded poorly and remained uncon- 
scious throughout the entire hospitalization; she went 
downhill and expired on the seventeenth hospital 
day. Autopsy revealed a thick yellowish white exu- 
date on both cerebral hemispheres and an old sub- 
dural hematoma with early membrane formation 
over the posterior aspect of most of the cerebellum 
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markedly compressing the left cerebellar hemisphere 

and vermis. 
Case 4. 

delivered as a breech and had been quite irritable 


D.W., a 9 month old white female was 
since birth. Growth and development had appar- 
ently been normal. Five weeks before admission she 
fell from her high chair and since that time had 
appeared clumsy to members of the family. The 
night prior to admission she fell from her crib and 
shortly thereafter became drowsy and developed 
labored respirations. On admission to the hospital 
she was unconscious, ashen in color, the anterior 
fontanel was tense and bulging and the left pupil 
was larger than the right one. Neither pupil reacted 
to light. There was massive intraocular hemorrhage 
obscuring both fundi which appeared to be older 
than one day. Respiration was stertorous and there 
was. extensor spasm of both upper and lower ex- 
Subdural 


taps were performed bilaterally and 90 cc. and 100 


tremities, about equal on the two sides. 


cc. of bright red blood were removed from the right 
and left sides respectively through the coronal sutures. 
Very shortly after admission she vomited and as- 
pirated the material. Tracheal aspiration gave some 
temporary relief but respirations became loud and 
strong, then quiet and shallow, and finally ceased. 
Autopsy revealed the membranes of old subdural 
hematomas over both parietotemporal regions, and 
acute hemorrhage had occurred into both of these. 

Case 5. J.T., a 53 year old Negro male, who had 
been a known chronic alcoholic for many years and 
had a history of grand mal convulsive seizures for 
the previous year, was found in a stuporous condi- 
Tem- 
perature was 103.4° F., pulse 90/min, and blood 


dition and brought to the emergency room. 
pressure 190/150 mm Hg. The right pupil was 
larger than the left and there was cogwheel rigidity 
of both arms and the left leg; the right lower ex- 
tremity was flaccid. Babinski’s sign was present 
on the right and the knee jerk was absent. Lumbar 
puncture revealed a pressure of 270 mm. HO, pro- 
tein 20 mg.“@, and no cells were seen. Examination 
of the blood revealed hemoglobin 14 gm.%, RBC’s 
3,320,000 mm*, WBC’s 19,300 mm*, with 84% neu- 
atrophils, 9% lymphocytes, and 7% blasts. Urinaly- 
sis revealed specific gravity of 1.014, albumin 2 plus, 
and a trace of sugar. Blood sugar was 236 mg.%. 
The patient died very shortly after arrival at the 
emergency room. An autopsy revealed early portal 
cirrhosis and a large subdural hematoma over the 
right parietotemporal region which appeared to be 
10-14 days old. No cerebral damage was evident, 


and no cause for the seizures could be demonstrated. 
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In this series, a case of unsuspected chronic sub- 
dural hematoma was found in approximately every 
three hundred and twenty autopsies. In one instance 
it was encountered incidentally in a patient who 
died of a coronary artery occlusion. In another, 
the hematoma was found in an unusual location, 
the posterior fossa, in an infant with pneumococcic 
mastoiditis and meningitis who had been treated 
for three weeks with cysternal taps and penicillin 
intrathecally. In the other three cases, the patient 
died rather suddenly an? apparently as a result of 
the chronic hematoma; in two of these death was 
attributed to acute and massive hemorrhage into the 
cysts of old subdural hematomas. It is of interest 
to note that all of these patients were first seen at 
the Medical College of Virginia Hospital in a state 
of acute illness or immediately following their 
demise. 

SUMMARY 

1, Five recent cases of chronic subdural hema- 
toma that were not suspected during life have been 
presented. These were found in the autopsy files 
of a large teaching hospital in the five year period 
from 1947 through 1951. 

2. Great progress has been made in the last three 
decades in the recognition and treatment of this 
condition, but nevertheless chronic cases have escaped 
detection. 

3. A little-known complication of chronic sub- 
dural hematomas, that of acute and presumably fatal 
hemorrhage into the membranous cyst has been dem- 
onstrated in two of these cases. 


Note: The author wishes to express his appreciation 
to the Department of Pathology of the Medical 
College of Virginia, and especially to Dr. Frank 
L. Apperly, Professor of Pathology, Medical Col- 
lege of Virginia, for invaluable assistance in the 
preparation of this paper. 
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Mission to Baghdad 


N THE Fall of 1955 the World Health Organiza- 
tion asked me to visit Iraq as a consultant to the 
School Health Service there. 
request had come from the government of Iraq, it 
was thought best that the study commence as early 


Since the original 


after the opening of schools as possible. 

The School Board granted me a “‘leave of absence”’, 
and on October 5, 1955, I went directly to Geneva 
which is European Headquarters of the United 
Nations and of its various organizations including 
the World Health Organization. 
my first briefing and had an opportunity to learn 
something about the country of Iraq. 
to Alexandria, Egypt, where the headquarters of 
the World Health Organization for the Middle 
East is established. 
was sent on to Baghdad, arriving October 15, in 
rather warm weather—temperature 103 degrees— 


Here, I was given 


Then, I went 


I received further briefing and 


but not as warm as earlier in the year when the 
temperature went as high as 120 degrees or more. 
The humidity is very low—14-16—and believe me, 
one dries out quite quickly. 

The country itself is the area which was formerly 
known as Mesopotamia, and within its borders are 
Babylon, Ur of 
Chaldes, Nineva, Samara and others. 


such familiar Bible names as 


We can divide the country into three parts, north- 
ern, central, and southern. In the northern part 
are found the mountains, hills, and the summer 
resort areas in the valleys. There is more vegeta- 
tion in this area, but, for the most part, the hills 
are bare. One misses the beautiful green hills seen 
in many countries. Here, also, much of the wheat 
and barley and other farm products are grown. The 
temperature is lower and the average rainfall is 
16-18 inches, mostly during the months of Novem- 
The City of Mosul is 
located in this part and is the second most populous 
of Iraq. 


ber, December, and January. 


To the southeast of Mosul is the city of 
Kirkuh where the great oil fields are, also the site 
of the eternal fires. The eternal fires are caused by 
escaping gas on the grounds of oil fields. This has 
been going on for thousands of years and no way 
It could 


be of great financial value if ever a way is found 


has ever been devised to collect the gas. 


to harness it. 


Excerpts from a talk given at the Richmond Academy 
of Medicine, February 28, 1956. 
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The central area in which Baghdad is located is 
desert. Rainfall is about 8 inches per year, and 
were it not for irrigation, there would be no growth. 
Fortunately, Baghdad is on the Tigris River and the 
fields around get water from this and smaller streams. 

The southern part borders the Persian Gulf, also 
the Tigris and Euphrates Rivers join at Basra, the 
third largest city. Basra is a port city where the 
the ocean going vessels dock. Humidity is rather 
high, with an average rainfall of about 20 inches. 
The area is swampy, marshy, and malaria abounds. 
The incidence of 
90-95%. 


malaria has been as high as 
During the past five years, with spraying, 
ditching, and technical aid from the World Health 
Organization, the incidence has ben reduced to 
about 5%. 

The public health problems of the country are 
many. Of course, there are many diseases due to 
lack of sanitation such as hookroom, round worm, 
and bilharza. Bilharza is an infection caused by 
one of the nematodes and manifests itself by blood 
in the urine. In addition to this, trachoma is very 
prevalent—as high as 50‘ of the population have 
With a 
high incidence of parasites, there is also much 


had or have the disease in some districts. 


This was noted in most schools visited. 
How- 


ever, the City of Baghdad has begun construction 


anemia. 
At present the larger cities still use cesspools. 
of a sewerage system. One thing of especial note 
around Baghdad is what is popularly called Bagh- 
dad Boil. 


of the mud dwellings are disposed of since the 


This can be eliminated as more and more 


parasite lives in them during the ovulating stage. 

In the school health field, there is much work to 
be done. However, a beginning has been made. 
In most areas there is a doctor assigned for this 
work. He is handicapped for lack of time and dis- 
tances are great. In order to make a living, as the 
state only pays him a very small salary ($170 per 
month) for half time, he must have his private 
clinic. Therefore, he cannot visit all parts of the 
area to which he is assigned. 

It is my firm belief that, with time, many of these 
ills will be eliminated as the doctors seem well 
trained and capable of giving treatment, although 
there is a shortage of doctors. There are only about 
900 in a country whose population is 5,100,000, most 
of whom live in the larger cities. This, too, will 
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be overcome as at the medical school in Baghdad, 
Another medi- 
cal school is being built in Mosul in the northern 
part of the country and should be ready to operate 
in two or three years. The future of Iraq looks 
bright. The government is already building schools, 
hospitals, improving the old hospitals, dams, bridges, 


about 100 are graduated each year. 


Increase 


The abandonment of “pot liquor” and “milk from 
the family cow” as traditional baby foods—and 
neglect of daily orange juice—were blamed for an 
increase in scurvy among infants in Tennessee. 

Dr. Calvin Woodruff said in the June 2nd Jour- 
nal of the American Medical Association that the 
number of cases seen at Vanderbilt University Hos- 
pital, Nashville, had jumped from eight in 1926-34 
to 45 in 1950-54. From 1926 to 1954 there was 
a total of 103 cases. 

Scurvy, caused by a deficiency of ascorbic acid, 
occurs most frequently between the ages of seven 
and 11 months. It can produce bone deformities, 
and its symptoms sometimes are like those of polio- 
myelitis. Ascorbic acid can be obtained from several 
sources, including orange juice (probably the best 
' source), fresh unpasteurized milk, tomato juice, and 
even ‘“‘pot liquor,” the water in which green vege- 
tables and fat meat have been boiled. 

The abandonment of these old feeding customs 
and the sterilization of milk—without substituting 
anything for these sources of ascorbic acid—have 
resulted in the increase of scurvy. 

Pasteurization of milk is desirable despite the 
resulting loss of ascorbic acid. Addition of ascorbic 
acid to baby formulas is a good practice, but the 
philosophy behind this should not be carried to the 
point where all nutrients needed by the infant are 
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and public works. They will build and expand from 
the base they already have in medicine, in educa- 
tion, in internal development, and must some day 
be one of the great states of the Middle East. 


407 North Twelfth Street 
Richmond, Virginia 


in Scurvy. 


added to the milk formula. “The most important 
attribute of a normal complete diet for children is 
a variety of food and it is the responsibility of 
parents to help infants develop wide taste acceptance 
as early in life as possible. The importance of an 
antiscorbutic (ascorbic acid or a synthetic scurvy 
Conse- 
quently it is unfortunate to have the point of this 


lesson lost in the maze of fortified formulas and 


preventive) in the diet is a first lessen. 


multivitamin preparations with which we are con- 
fronted every day. Supplementation by orange or 
other citrus fruit juice or a vitamin preparation is 
mandatory, but in many cases has been neglected 
because this was not recognized, because of lack 
of adequate medical care or failure to follow medical 
instructions, and for economic reasons or through 
ignorance, carelessness, or neglect. .. .” 

Symptoms of scurvy, which is sometimes confused 
with rickets, are varied, but irritability, tenderness 
of the legs and failure to move or use them are most 
characteristic. Bleeding of the gums, a high tem- 
perature, bone changes, discoloration of eyelids and 
hemorrhaging skin lesions also appear. 

Treatment consists of giving the child a small 
amount of ascorbic acid, usually in the form of 
orange juice. The response is dramatic and the 
infant is usually symptom-free within three or four 
days. 
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Public Health.... 


Questions and Answers Dealing with 

Poliomyelitis Vaccine 

With the many changes that have taken place in 
methods of procedure in administering Salk polio- 
myelitis vaccine, it is natural that confusion has 
arisen in the minds of many and that numerous 
questions have been put to the State Department of 
Health by the citizens in their desire to overcome 
this genuine bafflement. Believing that these same 
questions have occurred to others, it has been thought 
well to present them here with answers compatible 
with our present knowledge. 

What is the dose of vaccine, how many doses are 
given and at what intervals ? 

The dose in all cases is 1 cc. Three doses are 
given, the second, four to six weeks after the first 
and the third, seven months or more after the second. 

What is the maximum effective interval between 
the first and second doses ? 

The effect of the first injection will not be lost 
if the second is delayed for six months to a year, 
or even longer. There is a word of caution, how- 
ever. Eighty per cent of children are sensitized by 
the first dose and in the other 20 per cent the second 
Unless 
the doses are given in the recommended intervals 


injection serves as a primary sensitization. 


there may be a sense of partial security that does not 
exist. 

Why call the third dose a “booster” ? 

It has become accepted that the first two doses 
of Salk vaccine, given from four to six weeks apart, 
are spoken of as the “primary immunization”, the 
first effective dose being called a “‘sensitizing dose”. 

When the third dose is given at least seven 
months later, the effect produced is called “full im- 
munization’”’. This dose raises the level of antibody 
titer high above that attained with the first two 
doses. 

How long after the second may the third dose be 
given and still be effective ? 

It is recommended that the third dose be given 
not sooner than seven months and not longer than 
twelve months after the second. It is believed, 
however, that it will be effective if given after the 
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latter interval. 

What is the preferable route of administration ? 

Intramuscular injection. This method produces 
a somewhat higher antibody response than subcu- 
taneous injection. 

What is the risk of inducing poliomyelitis infec- 
tion by the inoculation of vaccine under the present 
standards of safety? 

The risk is negligible. 

How long after expiration date is vaccine safe? 

Any polio vaccine released or cleared after May 
27, 1955, when Minimum Requirements of the Pub- 
lic Health Service were amended, is considered to 
be safe for an indefinite perod of time after the 
expiration date. With preservatives now in use and 
with storage at ordinary refrigerator temperatures, 
it seems that the present dating of polio vaccine is 
conservative. It is believed that adequate potency 
is retained for at least several weeks after the 
expiration date, and probably much longer, when 
the vaccine is properly stored. 

How long can the vaccine be saved and used after 
the vial has been gone into? 

If a good technique is used in piercing the stopper 
of the vial, the remaining contents may be kept and 
used if properly refrigerated. 

What is the possibility of vaccinated children 
transmitting infections to others? 

None. 


cause infection of the child into whom it is injected. 


There is no live virus in the vaccine to 


If the child is in the incubation stage of some 
other communicable disease at the time an injection 
is given, will the vaccine be effective ? 

Viruses, like bacteria, are specific in their stimu- 
lation of antibody production and the dose should 
be effective. 

If nose and throat operations are indicated, should 
they be postponed until some definite interval after 
administration of the vaccine ? 

Elective nose and throat operations are not usually 
performed during periods of high poliomyelitis in- 
cidence. If delay will not endanger the patient’s life, 
it would be advisable to give two doses of vaccine 
and wait until a month after the second dose before 
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having the operation performed, 

Should poliomyelitis vaccine be given during the 
summer months? 

At a meeting held on May 2, 1956, the Surgeon 
General and other members of the Public Health 
Service, representatives of professional groups, of 
the Association of State and Territorial Health 
Officers, and of the National Foundation for In- 
fantile Paralysis agreed that administration of the 
vaccine should be continued through the summer 
months, even in the face of rising incidence of polio- 
myelitis. This policy has been adopted by the State 


Department of Health. 


The 19th edition of the American Medical Direc- 
tory, listing almost a quarter million physicians, was 
published May 26 by the American Medical Asso- 
ciation. The edition, the first since 1950, contains 
3,122 pages and gives information on 240,638 phy- 
sicians in the United States, its dependencies and 
Canada, according to Editor Philip E. Mohr, of the 
A.M.A. directory department. It also lists Ameri- 
can graduates temporarily in foreign countries. 

Since the 1950 Directory, more than 250,000 
changes of address have been recorded in the files 
of the directory-biographical department; 46,348 
names have been added; 24,225 have been deleted 
because of death, and 1,172 deleted for other reasons. 

In the 1950 Directory, the total number of physi- 
cians listed in the United States was 201,277; in 
the 1956 edition, the number is 218,061, a gain of 
16,784. 

The Pacific states, as in 1950, show the largest 
increase in physicians for 1956, with a gain of 23 
per cent over the 1950 figures; the South Atlantic 
and Mountain states show gains of about 16 per 
cent, and the Central, Middle Atlantic and New 
England states show small gains. California leads 


New Physicians’ Directory. 


MONTHLY REPORT OF BUREAU OF 
COMMUNICABLE DISEASE CONTROL 
Jan.- Jan.- 
May May May May 
1956 1955 1956 1955 


Brucellosis 4 10 
Diphtheria : — 4 0 21 11 
Infec. Hepatitis 43 85 252 38688 
Measles 976 719 18845 2647 
Meningococcal Infec. 5 47 53 
Meningitis (Other) 7 38 
Poliomyelitis “= 1 16 6 24 
Rabies (In Animals) rel er 17 180 212 
Rocky Mt. Spotted Fever 1 6 5 9 
Streptococcal Infec. 3229 4155 
Tularemia 1 1 6 6 


Typhoid Fever 


in the number gained, with 20,763 physicians in 
1956 as compared with 16,668 in 1950, a gain of 
24.6 per cent. Florida, showing an increase of 
49.8 per cent, now has 4,530 physicians as com- 
pared with 3,025 in 1950. Texas shows a gain of 
1,025 physicians; Ohio a gain of 990; Michigan, 
963; and New York, 934. Among the smaller 
states showing a substantial increase in the number 
of physicians are Arizona, New Mexico, Oregon, 
and Utah. Slight losses in the number of physicians 
are indicated in Arkansas, Illinois, Iowa, Missouri, 
Vermont, and West Virginia. 

A table showing the number of physicians by 
states classified as to type of practice indicates 30 
per cent of the physicians in the United States are 
in general practice; 10 per cent give special atten- 
tion to a specialty but do not limit their practice 
to it; 31 per cent limit their practice to a specialty; 
11 per cent are serving internships or residences, 
with an additional 6 per cent in other full-time 
hospital services; 5 per cent are retired or not in 
practice; 4 per cent are not in private practice; 
and 3 per cent are temporarily in military service 
in various government agencies. 
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Cwrnrent Currents 


THE ADVISORY COMMITTEE ON POLIOMYELITIS has recommended an exten- 
sion of the group eligible to receive polio vaccine. The State Department of Health 
has accepted the recommendation and authorized an extension of the group to include 


all for whom it is permissible under Federal regulations, namely 0 through 19 years and 
pregnant women. 


THE NEW DIRECTORY of the American Medical Associaticn is reported ready for 
distribution. The directory, first since 1950, will contain information on more than 
240,000 physicians in the United States, the territories and Canada. 


More than 250,000 changes of address have been recorded since 1950; 46,348 names 
have been added; 24,255 have been deleted because of death and 1,172 deleted for other 


reasons. The total number of physicians listed in the U.S. is 218,061, a gain of 16,784 
since 1950. 


California, Florida, and Texas have gained the greatest number of physicians. Appar- 
ently physicians like the warmer climates. 


A copy of the directory will soon be available at State headquarters to assist the staff 
in better answering your inquiries. 


THREE FILMS have been added to the AMA Motion Picture Library for use by state 
and county medical societies. They are: (1) “Alcohol and the Human Body”—portray- 
ing the course that ethyl alcohol takes when it enters the human body in the form of 
beverages. Black and white—10 minutes; (2) “Heart Disease—Its Major Causes”— 
consisting of pictures of patients illustrating the various situations that arise from 
heart disease. Black and white—10 minutes; (3) “Tobacco and the Human Body” 
—analyzing the contents of tobacco smoke and demonstrating some of the physiological 
effects of smoking. It sums up the factors to be considered in deciding whether or not 
to smoke. Black and white—15 minutes. 


Further information on any of these films may be obtained from the State Office. 


THE AMA PRINTING PLANT is closing after 70 years of operation. The AMA 
Journal and the various specialty journals will now be printed in Dayton, Ohio. Ac- 
cording to AMA, most of its equipment is obsolete, with many of the presses being 
more than 40 years old. It is believed that the change will bring about a considerable 
saving in printing costs. 


CONTRIBUTE NOW TO THE 
AMERICAN MEDICAL EDUCATION FOUNDATION 


THE SECOND IN A SERIES of health insurance pamphlets, “Some Fundamentals 


of Health Insurance”, will soon be mailed to the membership. Voluntary health in- 
surance has been developing with great rapidity in recent years and physicians, like 
many other people, sometimes find it difficult to keep up-to-date on developments. 
The Committee on Prepaid Hospital Insurance earnestly recommends that our mem- 
bers read the pamphlet carefully. 


THE NEW MILITARY DEPENDENT MEDICAL CARE PROGRAM should be 
of great interest to all practicing physicians since it sets up the financial machinery for 
furnishing private medical care to hundreds of thousands of wives and children of 


servicemen. Some pertinent facts concerning the program are outlined below: 


All dependents may be treated in military facilities “subject to availability of space, 
facilities, and capabilities of staff,” with the medical officer in charge of making the 
conclusive determination as to whether the particular facility is able to handle the 
particular dependent. 


Only spouses and children of active duty personnel are eligible for medical care from 
private physicians and in private facilities “under such insurance, medical service 
or health plan or plans” as the Secretary of Defense may contract for, after consult- 
ing Secretary of Health, Education, and Welfare. 


Freedom of choice for spouses and children between military and private facilities is 


restricted by the following provision: The Secretary of Defense may limit or pro- 
hibit the use of private facilities in any area where in his opinion military facilities 
are adequate to care for the service families. 


Private care program will provide: (1) hospitalization in semi-private accommoda- 
tions up to one year for each admission, including all necessary services and supplies 
furnished by hospital; (2) medical and surgical care incident to hospitalization; (3) 
complete obstetrical and maternity service, including prenatal and postnatal care; 
(4) physician or surgeon’s services prior to and following hospitalization for bodily 
injury or surgery; (5) diagnostic tests and procedures, including laboratory and 
X-ray examinations accomplished or recommended by the physician incident to hos- 
pitalization. Nofe: Also included under private care may be surgery in a physician’s 
office, x-rays or laboratory tests outside the hospitals, but not “what is normally 
conceived to be outpatient care”. 


The main problem facing the Department of Defense is that of choosing a workable 
method of contracting for private medical and hospital care. There are several 
possibilities: Blue Cross, Blue Shield, arrangements with state medical societies, 


commercial insurance or home town care with government paying according to fee 
schedules. 


3 
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Mental Health.... 


Who Are the Patients in Our Mental 
Hospitals? 


Note: This is the sixth and last of a series of statistical 
articles prepared by the Department's Statistician. This 
article will show the length of stay in hospital and types 
of patients discharged from the hospitals, with charts 
which will give graphic pictures of these charactertis- 
tics. It is hoped that this and the preceding articles have 
been of value in informing the medical profession in 
Virginia regarding patients in the mental hospitals. 

Josepu E. Barrett, M.D., 
Commissioner 


The previous articles regarding the characteristics 
of patients resident in State Hospitals and the ad- 


missions to State Hospitals are not entirely complete 


until the characteristics of patients discharged are 


added to the picture. 
For the ), 1955, except 
for a few that were known to have died while on 


fiscal year ending June 3( 


trial visit before discharge, there were 2,290 patients 
discharged alive, either directly from the hospital 
or after a period of up to one year from trial visit. 
Of primary interest of those discharged is the 
length of stay in the hospital, especially the first 
admissions, and the improvement from hospitaliza- 
tion. 


less than 
Bay 


CHART NO. I—-Length of residency in hospital of first admis- 
sions discharged from Virginia State Mental Hospitals during 
__the year ended June 30, 1955. 
Contributed by EDNA M. LANTZ, Statistician, Depart- 
ment Mental Hygiene and Hospitals. 
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which consti- 


Of the first admissions discharged, 


tuted 1,286 patients or 56‘ 
789 or 61.4% 


months of hospital residency, 


of the total discharges, 
were discharged with less than three 
25.0% 
three months to one year of residency, and 107 or 
8.3 from one to two years. (Chart No. I). This 
is a total of 94.7% discharged with less than two 
years of hospital residency. 

Of the 
44.8% were discharged in less than three months 
residency 386 or 38.4% from 
three months to one year and 118 or 11.8% in one to 
This totals 954 or 95% 
after less than two years of residency for this admis- 
(Chart No. IT) 


322 or from 


1,004 readmissions discharged, 450 or 
for this admission, 
two years. 


discharged 


sion. 


Rs over ar 


14.7 % 


CHART NO. IIl—Length of residency in hospital for this admis- 
sion of readmissions discharged from Virginia State Mental 
Hospitals during the year ended June 30, 1955. 


The conditions of patients discharged during the 
year showed that improvement had been made by 
their hospitalization. Of the 2,290 discharged, 
30.7% were discharged as recovered, 57.0% as 
improved and 4% as without mental disorder. Thus, 
only 8.3% were discharged showing no improvement 
or condition unclassified. (Chart No. III) 


The various mental disorders of the 2,290 dis- 
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CHART NO. 
from Virginia State Mental Hospitals during the year ended 
June 30, 1955. 


IlI—-Condition on discharge of patients discharged 


charges, according to their frequency, are: func- 
tional psychosis 37.7%, alcoholics 21.5%, psycho- 


Social Workers 


The medical social worker has moved from the 
hospital and outpatient clinic to the private physi- 
cian’s office. 

Dr. H. M. Margolis and Harold Mendelsohn, 
M.S.W., Pittsburgh, explained in the May 26th 
Journal of the American Medical Association the 


role a social worker can play in a private practice. 
The influence of environmental and personal fac- 
tors upon health is generally recognized today. Phy- 


sicians often can help the patient solve some of 


his emotional problems, but if they are too in- 
volved or time consuming, a social worker may be 
invaluable. 
Medical social workers have long worked in hos- 
fs pitals and outpatient clinics, usually with indigent 
patients, but poverty should not be the criterion 


for need of social work help. The private patient, 


as well as the indigent, has fears of disease or disa- 
bility, worries about family adjustment, and dis- 
satisfaction with themselves, their neighbors, or 
their work—all of which can adversely affect health 


neurosis and personality disorders 12.1%, chronic 
brain syndromes 5.8%, senile-arteriosclerotics 5.8%, 
mental deficiency 4.1%, syphilis of C.N.S. 1.9% 
and all others combined 11.1%. 

In this article no comparison of admissions and 
The com- 
parison of admissions and discharges for the same 
year creates a fallacy because they are not the 


discharges has been made for the year. 


same persons. Many of the discharges are patients 
that have been admitted in prior years. This article 
is added to the statistical series as information on 
the length of stay, classification and condition on 
release of patients discharged. Special studies are 
in the planning stage to show the discharge charac- 
teristics of the admissions as to rate of release by 
classification, ages and other characteristics and the 
results will be published when the studies are com- 
pleted. 


This concludes the present statistical series, with 
the hope that the information has been of value for 
more understanding of the patient characteristics in 
Virginia State Mental Hospitals. 


in Medical Office. 


or recovery. Specially trained to deal with the social 
stress factors in a patient’s life, the social worker 
can help the patient to understand better the effects 
of his reactions to many life experiences and pres- 
sures in his society. 

Such aid can be extended only to selected patients 
—those who have illnesses directly connected with 
stress and those who are willing to undertake such 
treatment. Even with them, the social worker must 
overcome the patients’ resistance to further treat- 
ment and their fear that casework implies mental 
illness or the inability to handle their own problems. 

Some patients who have been helped by medical 
social caseworkers feel that the physician has made 
it possible for them to work out their problems. 
They also see this assistance as proof of their phy- 
sician’s real interest in them and as a method of 
practicing “‘comprehensive medicine.” 

Dr. Margolis is from the school of medicine of 
the University of Pittsburgh and Dr. Mendelsohn 
from the school of social work. 
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The Medical Society of Virginia .... 


The Chicago Conference of Legal 
Counsel 


The following is a brief report covering the activi- 
ties of the Conference of Legal Counsel for Medical 
Societies held in Chicago on April 19 and 20, 1956, 
under the auspices of the American Medical Associa- 
tion. 

The conference opened on April 19, with approxi- 
mately fifty attorneys, thirty or forty Executive Secre- 
taries, and a number of physicians and others present, 
a total attendance of well over one hundred. The 
meetings lasted from 9. A. M. to 5 P. M. each day, 
and the principal subjects discussed were the follow- 
ing: 

Organized Medicine and the Anti-trust Laws. 

Corporate Practice of Medicine. 

Grievance Committee and Disciplinary Proceed- 
ings. 

Medical Professional Liability. 

Interprofessional Codes of Conduct for Phy- 
sicians and Attorneys. 


Lobbying and Tax Problems. 


Each subject was allotted a definite period of time, 
and the discussion of each subject under considera- 
tion was handled by a separate panel of four attor- 
neys, the moderator making a general presentation, 
and the other three speaking on particular phases 
of the problem. This was followed by a question 
and answer period of about one hour, in which the 
several speakers answered written questions sub- 
mitted by members of the audience. The speakers 
on the several subjects had been selected because of 
special knowledge or of experience in connection 
therewith, and this added greatly to the value of the 
conference to those in attendance. 

It would probably serve no useful purpose to 
report in detail here on all the panel discussions. 
However, a few of the highlights should be of in- 
terest. 

The subject of State and Federal Anti-Trust Laws 
and their application to organized medicine is in- 
volved, highly technical and confusing, and the 
basic fact situations to which the statutes may be 
applied are so different that no accurate statement 
can be made as to what a court will do in a specific 
case. The general principles of the problem were 
presented by Mr. A. Leslie Hodson of Chicago, Gen- 


eral Counsel for A.M.A., after which the case of 
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United States vy. Oregon State Medical Society, 343 
U.S. 326, decided by the Supreme Court of the 
United States in April, 1952, was discussed by Mr. 
John J. Coughlin, Attorney for the Oregon State 
Medical Society, who participated in the trial and the 
hearing on appeal. The Supreme Court held that 
the Government had not proved that prepaid medical 
care as furnished by a non-profit Oregon corporation 
on a contract basis under a plan sponsored and ap- 
proved by the Oregon State Medical Society was in 
violation of the Sherman Act. The failure of the 
trial court to make findings of fact on the issues, and 
the direct appeal to the Supreme Court, which elim- 
inated the development of the case in the Circuit 
Court of Appeals, detracts from the value of the 
case as authority. Mr. Warren E. Magee, Attorney 
for the Medical Society of the District of Columbia, 
then discussed the District Society—A.M.A. case 
arising out of group health insurance contracts for 
government employees 


a case in which the Supreme 
Court found the Associations guilty under the Sher- 
man Act and imposed fines. In both of these cases 
the court ruled on very narrow issues, leaving many 
important questions open for further decision. 
Probably the most vital question under discussion 
was the Corporate Practice of Medicine. Mr. How- 
ard Hassard, Attorney for the California Medical 
Association, reported on the protracted litigation in 
that State dealing with the “Complete Service Bu- 
reau”’, a so-called non-profit corporation organized 
by laymen to furnish medical care to persons who 
had purchased health certificates from the corpora- 
tion at a cost of $2.50 per month. The corporation 
employed physicians to treat the subscribers. By 
1948 it had ten physicians on its staff and a mem- 
bership of ten thousand. The trial court found in 
favor of the Bureau, stating in its opinion that we 
are in a new era of medical care in which legal 
considerations must give way to the need of low 
income patients for adequate medical service. The 
intermediate court of appeals reversed, holding that 
the activities of the Bureau constituted illegal cor- 
The Su- 
preme Court of California reversed the intermediate 


porate practice which should be enjoined. 


court, and by a five to two decision affirmed the 
judgment of the trial court. 
accord with decisions elsewhere, and will probably 
not be followed in other States. 

Mr. Phillip Cless, Attorney for the Iowa State 


The case is not in 
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Medical Society, discussed the case of Jowa Hos- 
pital Association and others v. The Iowa Board of 
Medical Examiners and others, filed in the District 
Court for Polk County, Iowa, and decided by Judge 
The trial lasted for 
many weeks, and covered the whole field of hospital- 


Moore on November 28, 1955. 
physician relationships. Judge Moore made exten- 
sive findings of fact on the many issues involved, 
and, after reviewing the cases with respect to cor- 
porate practice of medicine in other States, held 
that the work of pathologists and radiologists is the 
practice of medicine, that the practice of the lowa 
hospitals in employing pathologists and radiologists 
on a salary basis and furnishing their services to 
patients and billing the patients for such service in 
the name of the hospital constituted illegal practice 
of medicine by such hospitals, and that under the 
Iowa statutes the practice of medicine is a personal 
privilege which can be exercised only by licensed 
individuals who have established competency. The 
court further stated that in its opinion the furnish- 
ing of proper pathology and x-ray services to patients 
could be worked out at the local level within the 
law. The case will be appealed to the Supreme 
Court of Iowa where the conclusions of law of the 
trial court will be reviewed and its judgment affirmed 
or reversed. Mr. Cless is confident that the decision 
of the lower court is sound and will be sustained 
when the appeal is heard and decided later this year. 

Mr. John Lansdale, Jr., Attorney for the Cleveland 
Academy of Medicine and the American Society of 
Anesthesiologists, also appeared on the Corporate 
Practice of Medicine Panel. He discussed a suit 
filed by the Cleveland physicians to prohibit Hop- 
kins Clinic from practicing medicine through em- 
ployed physicians. Fifteen hospitals filed briefs 
on behalf of the defendant, and a bitter legal battle 


appeared imminent. 


At this stage an attempt was 


made to prepare and make effective an agreement 
between the Academy of Medicine on behalf of its 
physician members, and the Cleveland Hospital 
Council on behalf of its hospital members, resolving 
the differences between them and setting out a work- 
ing plan for future operations. The task of finding a 
satisfactory arrangement was not an easy one, but 
by mutual concessions and a determination on the 
part of the leaders of the two groups to end the litiga- 


-tion, such an agreement was worked out and was 


approved in principal by the two organizations. 
However, before it was actually signed the hospital 
administrators objected, and it seems now that the 
This will mean 
that the litigation, which has been dormant for 
many months, will be reopened and pushed to a 
Mr. Lansdale states that the recent de- 


plan may not go into operation. 


decision. 
cision in the Iowa case was very helpful in the 
negotiations leading up to the proposed agreement. 

The other discussions were also interesting, in- 
formative and helpful, particularly those on Medical 
Professional Liability, and Legislation, Lobbying 
To even outline the discussions 
here would take too long. If the transcripts of the 
discussions are made available by A.M.A., as is 
now contemplated, then any person interested in a 
particular subject may be able to obtain the trans- 
cript dealing with such subject. 


and Tax Problems. 


The Conference was well worth while, and like 
meetings at not too frequent intervals will doubtless 
be arranged by the legal staff of A.M.A., and should 
prove of great benefit to attorneys from different areas 
of the country who are facing similar problems. 


Rosert Dvuvat, JR. 


Attorney. 
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President’s Message... 


Sound Off... 


PPROXIMATELY three-fouiths of our Society year has passed and this seems 
a good time to receive comments, constructive criticisms and pet peeves (if any) 


from our members. 


We have a number of problems that need to be solved—some of them immediately, 


others cver a period of time. Here are a few: 


5; 


9 


6. 


Should the Society sponsor a group life insurance plan? 


Should we increase sickness and accident benefits under our present plan with 
the Loyalty Group? 


Should there be a special assessment for the AMEF; or, do you approve the 
present voluntary approach ? 


Do you like the changes made in the Virginia Medical Monthly? How may it 
be further improved ? 


Should the Society be more active in the affairs of the Blue Cross-Blue Shield 
programs ? 


Should we consider the erection of a modern and serviceable headquarters build- 
ing? 

Should scholarships be set up for worthy students who will agree to practice 
in a rural community for a stipulated number of years? 


What is the best way of utilizing any surplus that may accumulate in our treas- 
ury? 


Do you approve of the present fee schedule for our Veterans Medical Care Pro- 
gram? 


Should the Society be more active in civil defense ? 
Should we sponsor public relations courses in our two medical schools ? 


Do you like “Current Currents’? Should it be continued as an insert in the 
Monthly or sent to you separately in news form? 

What suggestions can you offer to improve our annual meeting. Do you believe 
cruise conventions advisable? 


I am sure that other phases of our Society work will occur to you. Your letter may 


be addressed to me or to Secretary Bob Howard. 


President 
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Editorial.... 


The Multiple-Authored Medical Article 


ce it E FIRST volume of the Transactions of the American Surgical Association, 
which appeared in 1883, contained 33 original articles presented by 33 members 
of this organization. In other words each paper was prepared by a single author and 
there was no instance of dual authorship. The seventy-first volume of the Transactions 
of this same association will contain 46 original articles prepared by 116 authors. 
This means that an average of slightly more than two and one-half authors jointly 
wrote each article. Only 6 of the 46 papers were prepared by an individual whereas 
3 of the articles had 5 authors each. 

This situation is not peculiar to the American Surgical Association. Every medical 
journal shows an increasing number of authors per article. A recent issue of the 
Journal of the American Medical Association had 9 names affixed to one title. All 
that was lacking was an asterisk indicating that O'Shaughnessy struck out for Klus- 
zewski in the ninth. 

Why has this change come about? Has medicine become so involved and research 
so complicated that it requires 5 or 6 physicians or research workers to understand 
and present the information contained in one report? There doubtless are a number 
of reasons for this change. 

Medical research has so many facets and touches so many related sciences that it 
has become more and more a team effort. This pattern appears to have carried over 
into other medical writing where research is not involved. Many articles that appear 
in national journals originate in teaching institutions and are based on work done 
in large part by junior members of the staff. As many as possible are encouraged 
to participate in order that they may be stimulated to undertake additional original 
work on their own. There also is the practical consideration that each participant 
expends only that fraction of effort that his name represents in terms of the total 
number of authors and thus he may receive credit for writing several articles for the 
labor he would expend on one paper if he were the sole author. 

Unquestionably there is much to commend the practice but anything that lessens 
the role of the individual is to be regretted, especially when his field of endeavor is 
medicine or surgery. The rugged individualist of a half-century or so ago has largely 
disappeared and nothing highlights this more than the collaboration of half a dozen 
surgeons in the preparation of an article without their names necessarily being listed 
alphabetically in the table of contents. 

It is impossible to believe that the surgeons listed in the 1883 volume of the Trans- 
actions would have participated in such a mass project, so possibly the present 
method has the additional merit of demonstrating that the young modern doctor is 
willing to work with his fellow physician in advancing a common cause. 


H.J.W. 


V.D. Survey In Virginia 


“In my opinion there will be no lack of opportunity for the study of neuro- 
syphilis for many years to come. There has been a rather steady decrease in the 
rate of occurrence of syphilts for several years past; but now the rate of annual 
decrease has slowed up, and the American Social Hygiene Association is warning of 


flare-up of the disease, due to juvenile delinquency, lessened appropriations for 
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the work of control, and lack of trained personnel. 


Eighteen states have reported 
epidemics of infectious syphilis, many of the cases in’ teen-agers. The latest 
Public Health Service estimate is that in this country 1,921,000 persons have 
syphilis requiring treatment and 87,000 new infections have occurred in one year.” 
A.M.A. Archives of Dermatology—May, 1956 
“Neurosyphilis in Decline’—A. W. Stillians, M.D. 
Attention: 

Fellow members of The Medical Society of Virginia—this is a plea for your coop- 
eration in making a State-wide bio-statistical survey of all known cases of venereal 
diseases in Virginia during the month of July, 1950. 

On request of your President, Dr. James W. King, the survey will be conducted 
by the State Health Department under Commissioner Shanholtz and Dr. W. R. South- 


ward in charge of the Department’s Chronic Disease Control Bureau. 


of the survey will be to answer the questions 


Virginia—or what is its present status ? 


Your cooperation is essential. 


The object 
Is V.D. increasing or decreasing in 


The V.D. cases may be reported by name or by initials or by a number. The 


patient’s privacy will be respected. 


All records following the survey will be destroyed. 


Please assist your committee on V.D. Control in this survey. 


Society Proceedings .... 


Norfolk County Medical Society 

Dr. Mallory S. Andrews was installed as presi- 
dent of this Society at its meeting on June 5th. Dr. 
J. Franklin Waddill was named _ president-elect; 
Dr. W. C. Salley, vice-president; Dr. John S. Thie- 
meyer, Jr., recording secretary; Dr. Robert B. Gaha- 
gan, treasurer; Dr. Bernard Lidman, parliamen- 
tarian; and Dr. M. Kirwan King, local counsellor. 


Roanoke Academy of Medicine. 

At the May meeting of the Academy, Dr. David 
Officers will 
be installed in September, and Dr. Harry B. Stone, 


S. Garner was elected president-elect. 
Jr., will succeed to the presidency. Other officers 


elected are: Drs. Alexander McCausland and 
George Bourne, vice-presidents, and Dr. Louis Rip- 
ley, secretary-treasurer. New executive committee- 
men are Drs. Ira Hurt, Philip Trout, Charles Young, 


Jr., and Collins Nofsinger. 
Danville-Pittsylvania Academy of Medicine. 
The May meeting of this Society was held at the 


Country Club. Dr. George E. Schreiner, George- 
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James W. Love, M.D. 
Edward P. Cawley, M.D. 
Thomas W. Murrell, Jr., M.D. 
O. H. McClung, Jr., M.D. 

J. H. Irby, M.D. 

W. R. Southward, M.D. 


town University Medical Center, Washington, D. C., 
spoke on the “Application of the Artificial Kidney.”’ 
Alexandria Medical Society. 

At the regular meeting on May 10th, the following 
President, Dr. Haskins H. 
Ferrell, Jr.; president-elect, Dr. Eugene R. Grether; 
vice-president, Dr. James M. Moss; 


officers were elected: 


secretary, Dr. 
Jean Lockhart; and treasurer, Dr. Robert H. Ander- 
son. Drs. Richard E. Palmer, Christopher J. Mur- 
phy, Jr., and F. Preston Titus were elected to the 
Executive Committee. 


The Medical Society of the Valley of Vir- 
ginia 
Met in Winchester on May 17th. Dr. Herbert 
Lee, Richmond, was the guest speaker, his subject 
being “Pancreatitis”. Also on the program were case 
reports by Dr. George Murphy, Winchester, and 
Dr. Leland Bown, Staunton. 


Virginia Society of Ophthalmology and Oto- 
laryngology. 
The 37th Annual Meeting of this Society was a 
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Convention Cruise to Havana and Nassau on the 
Queen of Bermuda, sailing from Norfolk on May 
26th. Dr. Neil Callahan, Norfolk, was general 
chairman of the Cruise. 

Guest speakers were Dr. R. Cannon Eley, Assis- 
tant Clinical Professor of Pediatrics, Harvard Uni- 
versity, Boston; Dr. Harold W. Brown, Clinical Pro- 
fessor of Opthalmology, New York University Hos- 
pital; Dr. James W. McLaurin, Professor, Depart- 
ment of Otolaryngology, Tulane University, New 
Orleans; Dr. F. Johnson Putney, Associate Pro- 
fessor of Bronchology and Laryngology, Jefferson 
University, Philadelphia; Dr. Alston Callahan, 
President of the Eye Foundation, Birmingham; Dr. 
Robert L. Goodale, Assistant Professor of Laryn- 
gology, Harvard University, Boston; and Mr. Iram 
H. Brewster, Insurance Executive, Pittsburgh. 

Dr. Benjamin Sheppard, Richmond, succeeded 
Dr. Howard L. Mitchell, Lexington, to the presi- 
dency, and the following officers were elected: Dr. 
Emanuel Wallerstein, president-elect ; 
Dr. Calvin Burton, Roanoke, vice-president; and 
Dr. Maynard P. Smith, Richmond, re-elected secre- 
tary-treasurer. Drs. Peter N. Pastore, Richmond; 
G. S. FitzHugh, Charlottesville; H. L. Mitchell, 
Lexington; W. C. Anderson, Winchester; Orvin C. 
Jones, Newport News; R. R. Owens, Jr., Roanoke, 
and R. O. Smith, Pulaski, were elected to the 
Executive Council. 


Richmond, 


There were 115 people registered for the Cruise. 


The fcllowing Virginia doctors and their wives were 


Nens.... 


in attendance: 


Dr. and Mrs. Walter P. Adams, 
Norfolk; Dr. and Mrs. W. Clayton Anderson, Win- 
chester; Dr. and Mrs. George $. Bourne, Roanoke; 
Dr. and Mrs. C. T. Burton, Roanoke; Dr. and Mrs. 
Edwin W. Burton, Charlottesville; Dr. and Mrs. 
Neil Callahan, Norfolk; Dr. and Mrs. Edgar Chil- 
drey, Jr., Richmond; Dr. and Mrs. Frank D. Daniel, 
Charlottesville; Dr. and Mrs. Meade Edmunds, 
Petersburg; Dr. and Mrs. Joseph J. Eller, Marion; 
Dr. and Mrs. G. S. Fitz-Hugh, Charlottesville; 
Dr. and Mrs. M. K. Humphries, Jr., Charlottesville; 
Dr. and Mrs. Orvin C. Jones, Newport News; Dr. 
and Mrs. Alter Laibstain, Norfolk; Dr. and Mrs. 
Parker H. Lee, Jr., Lynchburg; Dr. and Mrs. F. H. 
McGovern, Danville; Dr. and Mrs. Howard L. 
Mitchell, Lexington; Dr. and Mrs. J. Warren Mon- 
tague, Richmond; Dr. and Mrs. Richard S$. Owens, 
Jr., Roanoke; Dr. and Mrs. Harry Pariser, Norfolk; 
Dr. E. W. Perkins, Richmond, Dr. George G. Rhudy, 
Roanoke; Dr. and Mrs. Emmett V. Richardson, 
Marion; Dr. and Mrs. John G. Sellers, Norfolk; 
Dr. and Mrs. L. Benjamin Sheppard, Richmond; 
Dr. and Mrs. Maynard P. Smith, Richmond; Dr. 
Richard O. Smith, Pulaski; Dr. and Mrs. Harry 
B. Stone, Jr., and Dr. and Mrs. Harry B. Stone, Sr., 
Roanoke. 


Richmond Pediatric Society. 

At the meeting of this Society in May, Dr. Jay 
M. Arena, Associate Professor of Pediatrics of Duke 
University, spoke on Accidental Poisoning in Chil- 
dren. 


14-17. 


D.C.—November 12-15. 


Calendar of Coming Events 


First INTER-AMERICAN CONFERENCE ON OCCUPATIONAL MEDICINE AND TOXICOLOGY 
—University of Miami, Miami, Florida—September 3-7. 


THe MepicaL Socrety oF VirctntA—-Hotel Roanoke, Roanoke, Virginia—October 
SOUTHERN MeEpicaL AssocrATION GOLDEN ANNIVERSARY 


AMERICAN PuBLIC HEALTH ASSOCIATION 
Atlantic City, New Jersey—November 12-16. 


84th Annual Meeting—Convention Hall, 


New Members. 
The following new members have been admitted 
into The Medical Society of Virginia, since the list 
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Donald Frank Fletcher, Jr., M.D., Horsey 
Robert L. Guillandeu, M.D., Richmond 
William Elgin Harmon, M.D., Staunton 
Boyd Withers Hayes, Jr., M.D., Richmond 
Lewis Edward Jcnes, M.D., Hampton 
Afif A. Khuri, M.D., Charlottesville 
Emerson Lynn Kirby, M.D., Richlands 
Louis August Leone, M.D., Richmond 
Stanley P. Mayers, Jr., M.D., Fieldale 
Leroy Sutter McDanicl, M.D., Bon Air 
George Edward Mowry, M.D., Wicomico 
William F. Schmidt, M.D., Norten 

ichaid Coffman Shrum, M.D., Charlottesville 
George Robert Smith, Jr., M.D., Shawsville. 


Ccmmencement Exercises. 
Medical College of Virginia 

Ihe commencement exercises of the one hundred 
nineteenth session of the Medical College of Vir- 
ginia, Richmond, were held on May 29th. The 
William 
Lhcomas Sanger, President of the College, his sub- 
ject being ‘Three Reminders”. 


commencement address was given by Dr. 


Honorary degrees 
were presented to Dr. Walter B. Martin, Norfolk, 
and Dr. William R. Laird, Lewisburg, W. Va. Dr. 
Martin received the Doctor of Science degree and 
Dr. Laird Doctor of Literature. 

Degrees were awarded to 98 in the Schocl of 
Medicine, 47 in Dentistry, 48 in Pharmacy, 26 in 
Nursing, 23 in Physical Therapy, 9 in Hospital 
Administiation, and 30 in Medical Technelegy. 

The following are graduates of the Medical School 
with hospital appointments : 

MepicaL COLLEGE oF VirGINIA Hospitats, Rich- 
mond—~—Drs. Robert Richardson Bowen, Lynchburg: 
Barbara Hoskin DeHaven, Norfolk; Echols Alcott 
Hansbarger, Jr., Charleston, W. Va.; James Rich- 
ard Sease, Richmond; Clifferd Sperow, Martinsburg, 
W. Va.; Paul Clayton Taylor, Burkeville: and 
Lawrence Coleman Zacharias, Richmond. 

STuART CircLeE Hosprra, Richmond—Drs. Tony 
Michael Constant, Suffolk; David Scott Humphries, 
Beckley, W. Va.; Albert William Moser, Montvale, 
John Byron Parker, Richmend; James Woodford 
Proffitt, Richmond; and Bernard Francis Wittkamp, 
Jr., Richmond. 

Hosprrar, Richmond— Mrs. 
Keith Castleton Edmunds, Roanoke; John Russell 
Good, Richmond; William Rutherford Mauck, Rich- 
mend; Charles Hilary Moseley, Jr.. Scuth Hill; 
Fitzhugh Xencphon Muliins, Jr., Highland Springs; 
Eugene Davis Nolley, Nokesville; Benjamin Rivers 
Ogburn, Lawrenceville; Frederick Henry Savage, 


VoL. 83, JuLy, 1956 


Skewes, 
James Edmond Temple, Lawrenceville; and Edward 
James Wiley, Jr., Richmond. 

DePaut HosprraL, Norfolk—Drs. Gerald Wes- 
ley Atkinson, Glade Spring; Leigh Oliver Atkinsen, 
Roancke; William Bauer, Omar, W. Va.: Robert 
James Portsmouth ; 


Richmend; David Jessop Pocahontas ; 


Buchanan, Clarence Kinsey 
Glover, Jr., Falls Church; Panos George Gregoriou, 
Karavas, Cyprus; 


Richmond. 
NORFOLK 


and Edward Sidney Hunter, Jr., 
GENERAL Hosprrat, Norfolk—Drs. 
Gilbert Palmer Blankinship, Lynchburg; Andrew 
Maurice Fekete, Norfolk; Emma Anne Smith Goid- 
ston, Norfolk; and Harriett Evelyn Wood, Roancke. 

MEMORIAL Danville—Drs. William 
3ru-hwood Brown, Gloucester; Lester Langdon Gil- 
lespie, Coeburn; Donald Thomas Hensley, Midlo- 
thian; Louis John Read, Danville; Kenneth Brown 
Sizer, Buena Vista; and Rheudolph James Wells, 
Gretna. 


Hospirta., 


Unirep Staves NAVAL Hosprrar, Portsmouth 
Drs. Raymend Douglas Dyer, Jr., Radford; Hugh 
Erskine Fraser, Jr., Richmond; and Lucius Ashton 
Harrison, Jr., Salem. 

Lewis-GaLe HospiraL, Roanoke—Drs. William 
Otey McCabe, Jr., Thaxten; Sterling Neblett Ran- 
sone, Richmond; Derek William Williams, Rich- 
mond; and John William Yost, Tazewell. 

UNIVERSITY OF VIRGINIA HosprraL, Charlottes- 
ville—Dr. John Randolph Smith, Fieldale. 

Hosprtrar, Charleston, W. Va.—Drs. 
Richard James Browning, Spencer, W. Va.; William 
Hammond Canada, Hunttington, W. Va.; Carl Eu- 
gene Crimm, Clarksburg, W. Va.; William Alva 
Deardorff, S. Charleston, W. Va.; Frank Edward 
Duntap, St. Albans, W. Va.; Donald Stewart Greves, 
Summersville, W. Va.; William J. Lawson, Monon- 
gah, W. Va.: Laurence Ketler Musselman, Charl s- 
ton, W 
W. Va. 

VALLEY GENERAL HospiraL, Wheeling, W. 
Va.— Drs. John Joseph Halki, Morgantown, W. Va.; 
Chester Doan Harman, Onego, W. Va.:; Marion 
Ellis Ingram, Wilkins, W. Va.; and James Cald- 
well Sams, Huntington, W. Va. 

MERcy Springfield. Ohic—Drs. 
Charles Chandler Abby, Waverly; George Lee Fifer, 


Va.: and Larrv Click Smith, Huntingt>n, 


Harriscnburg; Gary Lemasters Ripley, Huntington, 
W. Va.; and Rebert Sullins Smith, Arlington. 
Mount CarMEL Hosprrat, Columbus, Ohi 
Dr. Charles Richard Blake, St. Marv’s W. Va. 
BELLEVUE New York, N. Y¥.—Dr. 
Thomas Herbert Bain, Crozet. 
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Kincs County Hosprtat, Brooklyn, N. Y.—Drs. 
Roderick Anthony Comunale, Rahway, N.J.; and 
Anthony Abraham Deep, Jr., Richmond. 

Unton Memoria Hosprrar, Baltimore, Md.— 
Drs. William Paul Bennett, Algoma, W. Va.; and 
Walter Moffett Zirkle, Jr., Harrisonburg. 

Jouns Hopkins Hosprrat, Baltimore, Md.—Drs. 
Richard Page Hudson, Jr., Richmond; and Dorothy 
Urban Wright, Arlington. 

Unirep States NAvAL Hosprtat, Bethesda, Md. 
—Dr. Howard Boykin Wilkins, Portsmouth. 

PHILADELPHIA GENERAL HospttTat, Philadelphia, 
Pa.—Drs. Charles Richard Daniel, Beckley, W. Va.; 
Donald Sherman Howell, Suffolk; and Russell Lee 
Hughes, Roanoke. 

JerrerRsON Mepicat Hosprrar, Phila- 
delphia, Pa.—Dr. Marvin Allen Krane, Richmond. 

Jackson MemoriaL Hosprrar, Miami, Fla.— 
Dr. Francis Gregory Burns, Jr., Triangle. 

Gravy Memoriat Hosprrar, Atlanta, Ga.—Drs. 
Epes Freeman, Blackstene; John Jay Krueger, Jack- 
scnville, Fla.; and Robert John Robertson, Jr., Nor- 
folk. 

PrepMONT Atlanta, Ga.—Dr. Nancy 
Jane Wing, Waterville, Me. 

GARFIELD 


MemortaL HosprraL, Washington, 


D. C.—Dr. Elkanah Burns Gray, Lebanon. 

THE QUEEN’s Hosprra, Honolulu, Hawaii—Dr. 
William Paul Grigsby, Dublin. 

St. Hosprrar, Phoenix, Ariz.- 
liam Hale Harper, Elkins, W. Va. 

Duke Hospirat, Durham, N. C. 
Carl Kappes, Jr., Huntington, W. Va. 

Watts HosprraL, Durham, N. C.—Drs. Doris 
Lee Arnold Thurman, Roanoke; and William Allen 
Thurman, Jr., Vinton. 


Dr. Wil- 


—Dr. William 


Beaumont Army Hospiratz, El Paso, 
Tex.—Dr. Daniel Lee Kendrick, Richmond. 

SANTA BARBARA CorTaGE HosprtraL, Santa Bar- 
bara, Calif.——Drs. Boyd Hickman May, Jr., Elkins, 
W. Va.; and Robert Lyle Miles, Wheeling, W. Va. 

MASSACHUSEITS 
Mass. 
Ind. 

VirGINIA Mason Hosprrar, Seattle, Wash.—Dr. 
Gerald William Roller, Timberville. 

MapicaAn Hosprra., Tacoma, Wash.—Dr. 
Raymond Dewey Wallace, Jr., South Norfolk. 

Drs. Denald Keith Auvil, Parsons. W. Va., and 
Rosemary Foulger Schellenberg, Wilmington, Del., 


GENERAL Bosten, 


Dr. Robert Keith Osborne, Bloomingdale, 


are also members of the gracucting class. 


University of Virginia 

The Commencement Exercises of the School of 
Medicine, University of Virginia, were held on June 
11th. 
class with hospital appointments: 

University Hosprrat, Charlottesville — Drs. 
Harry S. Abram, Dane R. Boggs, Bennett M. Derby, 
Lloyd T. Griffith, Ralph W. Hess, Fitz G. Hie- 
stand, Jr., Robert H. Jennings, Bennett W. LaPrade, 
James I. Masloff, Thomas A. Sydnor, George C. 
Thrasher, Jr., Reinold E. Weise, and Elisha W. 
Winfrey, III. 

NoRFOLK GENERAL 


The following are members of the graduating 


Noriolk—Drs. 
George N. Cavros and Robert C. Raynor. 

TripLerR Hosprrat, Honolulu, Hawaii— 
Dr. Elmore J. Becker. 

Baytor University Hospirart, Dallas, Tex.— 
Dr. Jack Kk. Bentley. 

CINCINNATI GENERAL HospPItAaL, Cincinnati, Ohio 
Dr. Peter Bercaw. 


HosPItraL, 


Gorcas HosprraL, Panama, C. Z.—Dr. Irving 
D. Hornstein. 

Brooke ArMy HosprraL, San Antonio, Tex.— 
Dr. John V. Bowyer. 

Memoriat Hosprrat, Chapel Hill, N. 
Andrvw G. Briggs, ITI. 

Jouns Hopkins Hosprrat, Baltimore, Md.— 
Drs. Charles R. Chamberlain and Victor E. Cornett. 

Hosprrar, New Orleans, La.—Dr. Joel 
A. Clark, Jr. 

Union MemortAt Hospitrat, Baltimore, Md.— 
Dr. Fred N. Cole. 

BEeAuMont ARMy Hosprrat, El Paso, 
Tex.—Dr. James E. Comer, Jr. 

Sr. Luxke’s HosprraLt, New York, N. 
Richard S. Crampton. 

Universiry & HILLMAN Birmingham, 
Ala.—Dr. William Dakcs. 

PHILADELPHIA GENERAL Philadelphia, 
Pa.—Dr. William N. Evans. 

New York Hosprrat, New York, N. 
Thomas M. Fulcher. 

University Hospirat, Iowa City, la.—Drs. Fred- 
erick Gillespie and Thomas L. Gorman. 

New ENGLAND CENTER, Boston, Mass.—Dr. Carl 
M. Goldsmith. 

UNIVERSITY OF CHICAGO CLINIcs, Chicago, III. 
—Drs. Wallace M. Graves, Jr., 
Stein. 

University Hosprrarts, Cleveland, Ohio—Drs. 
Jack M. Gwaltney, Jr., and Willcos Ruffin, Jr. 

Firzstuons Denver, Col.—Dr. 
Jchn S. Hansel, Jr. 


C.—Dr. 


Y.—Dr. 


Y.—Dr. 


and Sigmund C. 
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Barnes Hospirat, St. Louis, Mo.—Dr. Guy M. 
Harbert, Jr. 

University oF ARKANSAS HospITAt, Little Rock, 
Ark.—Dr. Frank M. Johnson. 

St. Luxe’s Hosprrat, Denver, Col.—Dr. Cooper 
D. Kunkel, ITI. 

PRESBYTERIAN Hospirat, New York, N. Y.— 
Drs. Leavie E. Lee, Jr., and Robert S. Perry. 

ALBERT Ernstetn Philadelphia, Pa.— 
Dr. Arne S. Levinson. 

University or Kansas Mepicat Center, Kan- 
sas City, Kan.-—Drs. Martin P. Levinson and Frank 
C. McCue, III. 

Grapy Memoria Hosprrar, Atlanta, Ga.—Drs. 
Alfred S. Llorens and Thomas N. Rucker. 

UNIVERSITY OF CALIFORNIA Hospirat, San Fran- 
cisco, Cal.—Dr. Frank S. MacDenell. 

U. S. Hosprrar, Corona, Cal.—Dr. Wil- 
liam A. Manson, Jr. 

STRONG MeMortAL Hospita, Rochester, N. Y.— 
Drs. William M. Massie and Edwin A. Sumpter. 

SyrRAcUSE MepicaL CENTER, Syracuse, N. Y.— 
Dr. Joseph R. Milligan. 

MemoriaL Hosprrat, Chapel Hill, N. C.—Dr. 
Alfon B. Mosca. 

Duke Hosprrat, Durham, N. C.- 
Nebesar. 


Dr. Robert A. 


Jackson Hosprrat, Miami, Fla.—Dr. 
Stanley S. NeeDell. 

HARTFORD 
Charles H. Peterson. 

VirGINIA Mason Cutnic, Seattle, Wash.—-Dr. 
William L. Sibley, III. 

Hospital OF PENNSYLVANIA, 
Philadelphia, Pa.—Dr. Henry H. Sprague. 

Warts HosprraL, Durham, N. C.—Drs. William 
J. Thomas and Julian M. Warren. 

Emory University Hosprrat, Emory, Ga.—Dr. 
Edwin L. Wildner, Jr. 


Hartford, Conn. — Dr. 


UNIVERSITY OF 


Dr. Collins Honored. 

A testimonial dinner was recently given for Dr. 
Joseph D. Collins, dean of Portsmouth surgeons, by 
the members of the medical staff of King’s Daugh- 
ters’ Hospital and its board of trustees and directors. 
This was in recognition of fifty-one years of service 
in the practice of medicine. A portrait of Dr. Col- 
lins was unveiled during the evening. 

The Ford Foundation Grants. 

The second group of voluntary, nonprofit hospitals 
thrcughout the United States, Alaska, Hawaii and 
Puerto Rico, have received their first payments in 
the Ford Foundation’s $200 million program. Some 
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1,000 hospitals received checks totalling $31,072,- 
150.00 in this second mailing which was made the 
latter part of May. 


Upon completion of this mailing, more than 2,000 
private hospitals have received grant payment checks 
totalling $68,820,950. By the end of July all of 
the approximately 3,500 participating hospitals will 
have received payments from the Foundation. 

Virginia hospitals on this second group are: Mar- 
tha Jefferson Hospital and Sanitarium, Charlottes- 
ville; The Memorial Hospital, Danville; Raiford 
Memorial Hospital, Franklin; Mary Washington 
Hospital Association, Fredericksburg; Hot Springs 
Valley Nursing Association operating Community 
House, Hot Springs; The Community Hospital, Mar- 
tinsville; Mary Immaculate Hospital and Whittaker 
Memorial Hospital Association, Newport News; 
Hospital of St. Vincent of Paul and Norfolk Com- 
munity Hospital Association, Norfolk; Giles Me- 
morial Hospital, Pearisburg; The King’s Daughters’ 
Hospital, Portsmouth; The Sheltering Arms Hos- 
pital, Richmond; Burrell Memorial Hospital Asso- 
ciation, Roanoke, and Wytheville Hospital Corpora- 
tion, Wytheville. 

Dr. Herbert C. Lee, 

Richmond, has been elected president of the Vir- 
ginia Orchid Society. This Society is composed of 
scme fiftv amateur orchid growers. 

Dr. William R. Tyson, 

Norfolk, has received an award for his “distin- 
guished services’. For fifteen years he has ac- 
companied school children to Washington in the 
Safety Patrol’s annual trips. The presentation of 
a paperweight was made at the May meeting of the 
Norfolk Sports Club. 

Dr. Charles W. Whitmore, 

Lynchburg, has been appointed medical director 
for the newly organized First Colony Life Insurance 
Company. 

Dr. R. Finley Gayle, 

Richmond, will be one of the speakers at the An- 
nual Medical Symposium of the New Hanover Coun- 
ty Medical Society to be held at Wrightsville Beach, 
N. C., on August 3rd. 

Dr. Charles J. Frankel, 

Charlottesville, addressed the Charlottesville-Al- 
bemarle Bar Association at its meeting in June. 
His subject was the increasing importance of the 


relaticnship between law and medicine. 


Dr. G. Watson James, III, 


Richmond, has returned from a five-week stay 
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in Europe during which he visited medical centers. 
He also presented a paper before the International 
Congress of Physicians at Hamburg. 


Physicians’ Liability Insurance Committee 
Meets. 
The Committee on Physicians’ Liability Insurance 
of The Medical Society of Virginia met in Roanoke 


showing why the patients see doctors and what types 
of treatment they receive. 


Nearly nine hundred doctors, located in twenty- 
seven statistically-selected representative areas, have 
agreed to participate in this important project. More 
than thirty Richmond area doctors are participating 
and additional panel members are proceeding rapid- 


Dr. James L. Chitwood, Pulaski; Dr. Alexander McCausland, Roanoke; Mr. Robert Mairs, Saint 
Paul-Mercury Indemnity Company, Richmond; Mr. Don Hawkins, Saint Paul-Mercury Indem- 
nity Company, St. Paul, Minnesota; Dr. Louis P. Bailey, Nathalie; Dr. James P. King, Radford; 


Dr. Frank A. Farmer, Roanoke. 
on May 9 to review the Society sponsored program 
which has been in effect since January. Meeting 
with the committee were representatives of Saint 
Paul-Mercury Indemnity Company who presented 
an encouraging report on the program’s progress for 
the first 4 months. 

According to the agreement between the Society 
and the Saint Paul Company “A semi-annual, or at 
least an annual report of losses, reserves and ex- 
penses will be made available to the Society’s execu- 
tive office... .” 


Dr. Kinloch Nelson, 

Richmond, was on the program of the Mountain- 
top Assembly, held in Waynesville, N. C., June 21- 
23. He spoke on Hyperthyroidism and also on Car- 
diac Arrhythmias. 


Richmond Doctors in Nationwide Study. 
The National Disease and Therapeutic Index, a 
Medical statistical research program, has completed 
its first three months of operation. Designed to pro- 
vide information for continuous study of the nature, 
scope and frequency of occurrence of non-fatal dis- 
ease, injury, and other conditions as seen by the 
doctor in private practice in the United States, the 
program involves the compilation of statistical data 


ly. There are sixteen general practitioners, five 
internists, six pediatricians, one obstetrician-gyne- 
colegist, one urologist and one otolaryngologist. 


Dr. Payne Appointed Superintendent. 

Dr. Kenneth N. Payne will become superintendent 
of Pine Camp Hospital, Richmond, on July Ist. He 
was formerly in charge of the acute and contagious 
disease ward at the army hospital at Ft. Eustis. 

A radical change in the way medical care is pro- 
vided patients is being put into effect at Pine Camp. 
Medical care at the hospital will be the joint respon- 
sibility of a resident staff of three doctors, headed 
by Dr. Payne, and a group of consulting specialists 
who practice in Richmond and teach at the Medical 
College of Virginia. The city program is to change 
Pine Camp from a hospital predcminantly con- 
cerned with treating tuberculous patients to an 
emphasis on treatment of patients with long-term 
diseases. Ultimate plans are to use the hospital as 
a training ground for students at the Medical Col- 
lege of Virginia in care of long-term illnesses. 
Pan-Pacific Surgical Association. 

The Seventh Congress of the Pan-Pacific Surgical 
Association will be held in Honolulu, Hawaii, No- 
vember 14-22, 1957. 


are invited to attend and are urged to make arrange- 


All members of the profession 


Vircinta MeEpIcaL MONTHLY 


| : 
va 3 
322 
322 


ments as soon as possible if they wish to be assured 
of adequate facilities. 

Further information and brochures may be ob- 
tained by writing to Dr. F. J. Pinkerton, Director, 
General of the Pan-Pacific Surgical Association, 
Room 230, Young Building, Honolulu, Hawaii. 


Course in Postgraduate Gastroenterology. 
The American College of Gastroenterology has 
announced that its annual course in postgraduate 
gastroenterology will be given at The Roosevelt in 
New York City on October 18-20, 1956. The sub- 
ject matter to be covered, from a medical as well 
as surgical viewpoint, will be essentially the ad- 


Obituaries .... 


Dr. William Henry Parker, 

Well-known physician of Richmond, died June 
13th, having been in ill health for several years. 
He was eighty-two years of age and graduated from 
the former University College of Medicine, Rich- 
mond, in 1895. Dr. Parker practiced obstetrics for 
fiftv-seven years and delivered 2800 babies during 
that time. He was best known to the city at large 
as one who contributed much to the encouragement 
Dr. Parker was “the 
father of amateur athletics in Virginia’ and was 
named Virginia Commissioner for the Amateur Ath- 
letic Union in 1923. 


and development of sports. 


He served as president of the 
Richmond Baseball team and one of Richmond’s 
athletic fields was named in his honor. 

Dr. Parker was a member and chairman of the 
City Electoral Board and had been medical director 
of the Mutual Life Insurance Company of Virginia 
since 1925. He was a Shriner and a Rotarian. Dr. 
Parker was a Life Member of The Medical Society 
of Virginia, having joined in 1899. 

His wife and three daughter survive him. 

Dr. Roger Harold DuBose. 

The death of Dr. Roger Harold DuBose on April 
1956, marked the passing of one of our most 
preminent physicians, a pioneer in Pediatrics in this 
area. He was born in Darlington, South Carolina, 
October 31, 1891. 

Dr. DuBose established practice in Roanoke in 
May 1922, and became a member of the Second 
Presbyterian Church. 

After completing his medical education at the 
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vances in diagnosis and treatment of gastrointestinal 


diseases and a comprehensive discussion of diseases 
of the mouth, esophagus, stomach, pancreas, spleen, 
liver and gallbladder, colon and rectum, with special 
studies of radiology and gastroscopy. 

For further information, write to the College, 
Department P.G., 33 West 60th Street, New York 23. 


For Rent. 


Doctor’s office in Richmond. Suitable for pedia- 


trician or general practitioner. Write #75, care the 
Monthly, P. O. Box 5085, Richmond 20, Virginia. 


( Adv.) 


Medical College of Virginia he entered the Navy 
leaving with the rank of Lieutenant. He practiced 
in Norfolk for a short time before going to be with 
Dr. Charles Gilmore Kerly in New York for his 
practical training in Pediatrics. He lived a life in 
his community as a physician true to his calling, 
one who was willing and particularly capable of 
meeting every requirement of the child. 

Dr. DuBose had been a member of The Medical 
Society of Virginia since 1923. 

He had an unusual capacity for work and one 
marvelled at his ability to make countless house 
calls day and night, yet most of all he enjoyed life. 
child and growing 
flowers and vegetables in his own garden, most of 


Feeding the undernourished 
which he gave to his friends, were among his greatest 
pleasures. Sharing and playing his practical jokes 
on both family and clientele, his record stands as 
an exemplary one of devotion to the ideals of fur- 
nishing the best possible medical service to his 
patients regardless of their economic level in the 
community. He regarded the affection and respect 
of his patients as his most valuable possession. 

Be Ir Resotvep that The Roanoke Academy of Medicine 
record in its minutes our sorrow in the passing of Dr. 
DuBose. That a copy of these resulutions be entered in 
the minutes of the Society, a copy be forwarded to the 


family, and a copy sent to The Medical Society of Vir- 
ginia. 


RutH BARNHART 
HucuH H. Trout, Jr. 


A. M. GrRosEcLoseE, Chairman 
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Dr. Robert Hull Courtney, 

Richmond ophthalomologist, died May 23rd, hav- 
ing suffered a fall early in May. He was sixty-three 
years of age and a graduate in medicine from the 
Medical College of Virginia in 1919. Dr. Courtney 
was associate professor of physiology and pharma- 
cology at the College before he specialized in eye 
diseases. He then became an assistant professor of 
ophthalmology and was made ophthalmologist in 
chief in 1938. 


eral national medical organizations and had been 


Dr. Courtney was a member of sev- 


a member of The Medical Society of Virginia for 
twenty-nine years. His wife and two children sur- 


vive him. 


Dr. Davis. 


Dr. Robert Allen Davis was born in York County, in 


1886. Following graduation from Newport News High 
School, he attended the University of Virginia Medical 
School, from which he graduated in 1909. He then be- 
came a member of the Medical Staff of the Petersburg 


State Hospital and Eastern State Hospital at Williams- 
burg. He latcr was a resident member of the staff of the 
Chesapeake and Ohio Hospital at Clifton Forge. Tie 
then returned to Newport News to enter general practice 
and later took training in Roentgenology at Harvard 
Medical Schoo] in Boston. 

During World War I he served as a Captain in the 
Medical Corps of the U. S. Army, sixteen months of 


which time was spent in England and France. 
i Following his discharge from the Army, he returned to 
. Newport News, to assume charge of the x-ray depart- 
ment at the Elizabeth Buxton Hospital. He continued the 
practice of his specialty until his sudden and untimely 
death from coronary thrombosis on April 29, 1956. 
Although his primary interest in medicine was in the 
9 field of roentgenology, he, nevertheless, was always in 
close personal contact with his patients and associates. 
This was evidenced by the fact that he continued en- 


gaging in the practice of general medicine for several 
years following his return to this community after World 
War I. 


He was a member of the Phi Chi Medical Fraternity, 


Warwick-Newport News Medical Society, The Medical 
Society of Virginia, American Medical Association, Reont- 
geno 'ogic Society of North America and Virginia Radiolo- 
gical Society. 

He was past President of the Seaboard Medical Asso- 
ciation and the Warwick County Medical Society. 

Dr. Davis was one of the pioneers in Roentgenology in 


the state. He maintained an unflagging interest and en- 
thusiasm in his chosen specialty. 

Dr. Davis had apparently been in excellent health, so 
that his sudden death came as a great shock to his friends 
and associates; as did the realization of the great loss 
suffered by this community. 

THEREFORE Be Ir Resotvep that in the death of Dr. 
Davis this Society has lost a highly respected and much 
beloved member. 

Anp Be Ir FurrHer REso_vep that a copy of these 
resolutions be included in the minutes of the Warwick- 
Newport News Medical Society and also a copy sent to 
the bereaved family and one to the Virginia Medical 
Monthly. 

A. A. CREECY 
R. PEIRCE, JR. 


Dr. Dunkley. 


Dr. James H. Dunkley, one of the oldest physicians in 
the City of Roanoke, died February 6, 1956, after a long 
illness. He was eighty-six years of age and a graduate 
of the College of Physicians and Surgeons in Baltimore 
in 1892. 

He practiced in Saltville, Virginia, until he moved to 
Roanoke in 1912. He was Medical Director of the 
Shenandoah Life Insurance Company from the date of 
its organization for twenty-five years, retiring fi‘teen 
years ago. 

He was a life member of The Medical Society of Vir- 
ginia having joined in 1901. 

THEREFORE, BE Ir ReEsoLvep that the Roanoke Academy 
of Medicine record in its minutes our sorrow in Dr. 
Dunkley’s passing, that a copy of these resolutions be 
entered in the minutes of the Society, a copy be forwarded 
to the family, and a copy be sent to The Medical Society 
of Virginia. 

CHARLES H. PETERSON 
IRA Hurt 
FRANK A. FARMER, Chairman 
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A RESEARCH MILESTONE 


Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 


Specifically for Protein Anabolism— 


It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


CH, 


OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED — Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

DOSAGE—The daily adu/t dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

suppLty—Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital! meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both maie and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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Sophia & Fauquier Sts. 


RIVERSIDE CONVALESCENT HOME 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty. Med- 
ical Supervision. Inspection 
Invited. Write, or telephone 
Essex 3-3434. 


Retes: 
$35.00 to $75.00 per week 


THE 


KEELEY 
INSTITUTE 


447 W. Washington St. 
GREENSBORO, 
NORTH CAROLINA 


In In-patients are accepted in state of acute 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, June 13, 1956. 
The examinations will be held in the same hotel 
June 14 to 16, inclusive. All applications and 
other documents pertaining to the examinations 
or to matters to be discussed by the Board 
must be on file in the Secretary’s office on or 
before May 28, 1956. The Secretary of the 
Board is Dr. K. D. Graves, 631 First Street, 
S.W., Roancke, Virginia. 
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MEDICINE IN VIRGINIA 


17th, 18th and 19th Centuries 
By Wyndham B. Blanton, M.D. 


Reduced Price to Members of 
The Medical Society cf Virginia 
3 Volumes for $5.75 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
P.O. Box 5085 Richmond 20, Va. 
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Appalachian Ball + asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray GrirFin, Jr., M.D. MarK A. GriFFIN, Sr., M.D. 
Ropert A. GRIFFIN, JR., M.D. MarK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, As#eEVILLE, N. C. 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED ) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital special- 
ly constructed for the treatment of Eye, Ear, 


Nose and Throat Diseases, including Laryngeal 


Surgery, Bronchoscopy and Plastic Surgery of 
the Nose. 


Professional care offered a limited number 


of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 
ESTABLISHED 1912 


For the care of surgical, gynecological, urological and medical cases. 


WILLIAM Scott, Administrator 


For information concerning School of Nursing, address: 


Nettie N. NicHoras, R.N., Superintendent of Nurses 


Third Decade of Nursing 


MODERN IN EQUIPMENT a OLD IN TRADITION 


MRS. PLYLER’S © a NURSING HOME 


\ 2 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK 


CONVALESCENT — CHRONIC — AGED 
® Equipped for oxygen and transfusions ® Centrally located ® Rates from $42.00 to $70.00 per week 


® 30 special & general nurses ® 50-bed capacity for room, board and general nursing 
® 24-hour nursing care ® Dietician care. 


For further cdieinaben write or call MRS. GENE CLARK REGIRER, oreey 
1613-15-17 Grove Avenue—Richmond, Virginia—Telephone 84-3221 
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TUCKER HOSPITAL Ince. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS 
DR. GEORGE 


Dr. JAMES ASA SHIELD 
Dr. AMELIA G. Woop 


Dr. WEIR M. TUCKER 
Dr. ROBERT K. WILLIAMS 


PULTZ, JK. 


STUART CIRCLE HOSPITAL 


413-21 SruartT CIRCLE 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
MANFRED CALL, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. Morris PINcKNEy, M.D. CHARLES R. Rosrns, Jr., M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D. CALL, M.D. RroHarp A. MicHavux, M.D. 
WyYNDHAM B. BLANTON, JrR., M.D. CARRINGTON WILLIAMS, JrR., M.D. 
FRANK M. BLANTON, M.D. U P Ss 
JoHn W. M.D. rological Surgery: 


FRANK Pore, M.D. 
Obstetrics and Gynecology: 
Wm. Durwoop M.D. Oral DDS 
Sporswoop Rosrns, M.D. Guy ARRISON, 
Epwin B. PARKINSON, M.D. 


Plastic Surgery: 
Davip C. Forrest, M.D. 


Hunter S. Jackson, M.D. 


Orthopedics: Roentgenology and Radiology: 
BeverLeEy B. Ciary. M.D. Frep M. Hopces, M.D. 
JAMES B. DALTON, Jr., M.D. L. O. SneaD, M.D. 

Pediatrics: Hunter B. FriscHkorn, Jr., M.D. 
CHartes P. Manoum, M.D. C. Barr, M.D. 
Epwarp G. Davis, Jr., M.D. Pathology: 

Ophthalmology, Otolaryngology: James B. Roserts, M.D. 
W. L. Mason, M.D, Physiotherapy: 

Anesthesiology Miss ETHELEEN DALTON 
Wru1am B. Moncoure, M.D. Director: 


HetTH OwEN, Jr., M.D. CHARLES C. HoucH 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Medical College of 
Virginia 
HOSPITAL DIVISION 

RICHMOND, VIRGINIA 


A health center using the latest methods 
of diagnosis and treatment of disease. 


MEDICAL COLLEGE OF 
VIRGINIA HOSPITAL 
OUT-PATIENT DEPARTMENT 
SAINT PHILIP HOSPITAL 
DOOLEY HOSPITAL 


The patient’s welfare is our primary 
interest. 


Cc. P. CARDWELL, JR., Director 


AFFILIATED CLINICS: 


SAINT 


A 


ALBANS 


RADFORD, VIRGINIA 


STAFF 


SN 


James P. Kine, M.D. 


Director 


Ciara K. Dickinson, M.D. 
DanieL D. Cuires, M.D. 


M.D. 


James K. Morrow, 
Tuomas E. Painter, M.D. 


James L. Cuitwoop, M.D. 
Medical Consultant 


Bluefield Mental Health Center 
David M. Wayne, M.D. 


Beckley Mental Health Center 
3eckley, W. Va. 
W. E. Wilkinson, M.D. 


Harlan Mental Health Center 
Harlan, Ky. 
C. H. Crudden, M.D. 
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A private psychiatric hospital em- Staf PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


ploying modern diagnostic and treat- 


sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D., Associate 


‘ CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


and recreational therapy—for nervous 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 


ELBYRNE G. GILL, M.D., F.A.C.S. 

HOUSTON L. BELL, M.D. 

A. J. BERLOW, M.D. 

R. B. HARRIS, M.D. 

J. A. THURMOND, M.D. 

CHARLES E. LEBLANC 

DORIS L. JAMES, B.S., O.D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 

For further information, address 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 
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RIVERSIDE HOSPITAL, Newport News, Va. 


A Genera! Hospital (265 
beds) with Departments in 
Medicine, Surgery, Obstet- 
rics, Pathology, Radiology, 
Pediatrics and Nursing. The 
Hospital is accredited by the 
Council on Medical Educa- 
tion of the American Medical 
Association for training first 
year interns, residencies in 
the surgical specialties for 
one and two years, general 
practices two years full ap- 
proval, internal medicine, 
and obstetrics and gynecol- 
ogy, and the School of Nurs- 
ing is accredited by the Vir- 
ginia State Board of Nurse 
Examiners. 


DAVID E. WATSON, MISS ROSE M. DeWEVER, R.N., 
Administrator Director, School of Nursing 


Professional Nursing Care 


TERRACE HILL 


Nursing Home, Inc. 


“Understanding Care” 


2112 MONTEIRO AVE., RICHMOND, VA. 


Around the Clock 


Part View of Park Grounds = AN A NURSING CARE 

uilt for a Nursing Home. uper ‘ee 2 

a Register urse an esident 

Gm Trained 4 Chronic Cases 

Private and semi-private rooms with Elderly People 
lavatories Rates $45.00 to $75.00 oll = . 
weekly for room, board and general 
nursing care. Your inspection invited. 


Comfortable Lounges 


Each Guest Under Care of Own Doctor. 


Professional care supervised by trained nurse. Doctors orders 
carefully followed. No parking problem. Regularly inspected 
by City Health Department. For additional information 


Write or Call Superintendent 


TERRACE HILL NURSING HOME, Dial 3-3993 Wide, Long Hallways 
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McGUIRE CLINIC 


LUKE'S HOSPITAL 


RICHMOND, VIRGINIA 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES, M.D. W. HUGHES EVANS, M.D. 
MARGARET NOLTING. M.D. JOHN H. REED, JR., M.D. W. H. COX, M.D. 
JOHN P. LYNCH. M.D. JOHN ROBERT MASSIE, JR., M.D. JAMES M. WHITFIELD, M.D. 
WM. H. HARRIS, JR., M.D. JOSEPH W. COXE III, M.D. 
JOHN B. CATLETT. M.D. Br h 
ROBERT W. BEDINGER, M.D. Dental Surgery 
JOHN BELI. WILLIAMS, D.D.s. GEORGE AUSTIN WELCHONS, M.D. 
Orthopedic Surgery 
JAMES T. TUCKER. M.D. Urology Roentgenology 
BEVERI EY B. CLARY, M.D. AUSTIN I. DODSON, M.D. JESSE N. CLORE, JR., M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. STUART J. EISENBERG, M.D. 
JAMES B. DALTON. JR., M.D. AUSTIN I. DCDSON, JR., M.D. 
Ophthalmology, Otolaryngology Pediatrics Pathology 
FRANCIS H. LEE, M.D. HUBERT T. PCUGAN. M.D. J. H. SCHERER, M.D. 


Treasurer: RICHARD J. JONES. BS., C.P.A. 


patients 


with moderately 


severe and severe | POLIOMYELITIS 


cardiac failure, IMMUNE GLOBULIN 


(human) 


neohydrin 


is the oral diuretic 
For the modification of 


of ch oice. oo measles and the prevention 


or attenuation of infectious 


* Moyer, J. H., and others: 
hepatitis and poliomyelitis. 
J. Chronic Dis. 2:670, 1955. 


— LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 
PEARL RIVER, NEW YORK 
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a pause for reflection... Operation finished. You sit back and 


relax. Blockain* anesthesia lasted long enough with one small injection so that you 
were easily able to proceed from incision to closure without pause for reinjection. 
Longer anesthetic duration... You did that accurate reapproximation of skin 
edges without distortion from freshly introduced anesthetic. And more, Blockain 
persisted post op.—you had no complaints of uncomfortable splints, dressings or 
tender tissues. _Xapid onset, too... You recall that the pre-incision wait was 
avoided. A case to remember: A 78-year-old patient, arteriosclerotic, poor liver 
function with a transcervical fracture of left femur, underwent a one-hour-and-20- 
minute operation, involving internal fixation of the fracture and the placement of a 
Smith-Petersen nail, with one injection of Blockain. Effect of anesthetic: ‘“excel- 
jent.”” Onset of anesthesia: “rapid.” Only 60 cc. of Blockain was used. A~ whiff of 
nitrous oxide was given at the time of actual hammering, to spare the patient emo- 
tional trauma. There were no side effects. BLOCKAIN, 30 cc., 0.5% (5 mg./cc.). 
Write GEORGE A. Breon & co., 1450 Broadway, N. Y. 18 for addit:ona! insormation. 


* 
2+PROPOXY DERIVATIVE OF 2-DIETHYLAMINOETHYL 4-AMINOBENZOAT BLOCKA 
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pe For the 


DEPENDABLE Discriminating 


PRESCRIPTION SERVICE 


Depend on the Services of a 


d 
Guild Optician 


SERVICE TO PHYSICIANS 


SON'S 


SAFE SERVICE DRUG STORES 


in 
Prescription Specialists Lynchburg, Virginia 
Lynchburg, Va. Martinsville, Va. | A. te. JEFFERSON 
Danville, Va. Altavista, Va. | Ground Floor Allied Arts Bldg. 
Winston S-lem, N. C. 
Exlusively Optical 


Complete 
Printing and Binding Service 


Commercial. Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efliciently and economically. 
Dial 3-1881 


WILLIAMS PRINTING CO. 


11-13-15 North Fourteenth Street RICHMOND. VIRGINIA 
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organomercurial diuretics 
\..permit ingestion of 
enough salt to make food 
palatable; without them, 
many patients would lose 
their appetites, a conse- 
quence of the salt-free diet 
which has occasionally been 
known to cause serious 
malnutrition. 


* Modell, W.: The Relief of Symptoms, Phil- 
adelphia, W. B. Saunders Company, 1955, 
pp. 265-266. 


| 


mild sedation 


CIBA 
Summit, N. J. 


83, JuLy, 1956 


integrated relief... 


visceral spasmolysis 
mucosal analgesia 


PATENTED ARCH SUPPORT CONSTRUC- 
TION — WIDE STEEL SHANK IMBEDDED 
IN PLASTIC COMPOUND * 


@ Insole extension and wedge at inner corner of 
heel where support is most needed. 


%& The patented arch support construction is guaran- 
iced not to break down. 

© Innersoles guaranteed not to crack or collapse. 

®@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

® We ore also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, *‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 
Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe Company 


Dita 


TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydroc i adiphenine 
hydrochloride CIBA) and 20 mg. phenobarbital. 


2/2223" 
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CO-ADMINISTRATION 


MEANS 


(Buffered Prednisolone) 
Clinical evidence! 2.3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and prednisolone, 
antacidsshould be routinely co-admin- 
istered to minimize gastric distress. 
2.5 mg. or 5 mg. prednisone or prednisolone with 
50 mg. magnesium trisilicate Philadelphia 1, Pa. 
and 300 mg. aluminum hydroxide gel. DIvIsion OF MERCK & Co., INC. 


References: 1. Boland, E. W., J.A.M.A. 160:613, 
February 25, 1956. 2. Margolis, H. M., et al. 
J.A.M.A.158: 454, June 11, 1955. 3. Boliet, A. J., 
et al. J.A.M.A. 158:459, June 11, 1955. 


*CO-DELTRA’' and ‘CO-HYDELTRA‘’ are the trademarks of MERCK & Co., INC. 


EFITS OF THE ““PREDNI-STEROIDS” PLUS POSITIVE ANTACID ACTION TO MINIMIZE GASTRIC DISTRESS 
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in respiratory allergies 

\\ 

ALL 


Give Us Your Transportation Worries 


OUR BENEFITS WE COVER 
TO YOU ARE YOU WITH— 
COMPLETE LIABILITY INSURANCE 


RELEASE OF CAPITAL P | | ) M () N | of, 100,000/300,000 


Bodily Injury and 
New Automobiles 50,000 for Property 


Any Make PLAN Damage 


No Worries Over 


eT FOR THE You Are Protected 


With 100% Coverage 


MEDICAL 


License Fees PROFESSION If Your Car 


Is Out of Service, You 


EXCLUSIVELY 


Anti-Freeze 


Battery Replacements All Repairs, Tire & 


Tire Replacements For Most of You, All Battery Replacement Are 


This Is 100% Tax Deductable 
Inspection Registration Purchased In Your 


_ Fees Home Town 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor’s Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Calli 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 
P.O. BOX 427 212 MORGAN STREET 
DURHAM, NORTH CAROLINA PHONE 2-3905 
G. B. Griffith, President W. A. Gay, Executive Vice President 
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Tetracycline Lederle 


in the treatment of 


infections in surgery 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis has 
become commonplace technique in surgery 
since ACHROMYCIN has been available. Leading 
investigators have documented such findings 
in the literature. 


For example, Albertson and Trout! have re- 
ported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot and his associ- 
ates? used tetracycline in successfully treating 
patients with subcutaneous abscesses, celluli- 
tis, carbuncles, infected lacerations, and other 
conditions. 


As a prophylactic and as a therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetricians, 
and physicians in every branch of medicine. 
This modern antibiotic offers rapid diffusion 
and penetration, quick development of effec- 
tive blood levels, prompt control over a wide 
range of organisms, minimal side effects. There 
are 21 dosage forms to suit every need, every 
patient, including 


ACHROMYCIN SF 


ACHROMYCIN with STRESS FORMULA VITAMINS. 
Broad-range antibiotic action to fight infec- 
tion; important vitamins to help speed normal 
recovery. In dry-filled, sealed capsules for 
rapid and complete absorption, elimination 
of aftertaste. 


filled sealed capsules 
1Albertson, H.A. and Trout, H. H., Jr.: Antibiotics Annual 1954-55, 
Medical Encyclopedia, Inc., New York, N.Y., 1955, pp. 599-602. 


2Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and Marmell, M.: 
ibid, pp. 603-607. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 
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proof of performance 
shown by 


proof of preference 


Convenient Locations 


Convenience is a Service—and 
SERVICE is a First and 
Merchants specialty. There 

are 8 convenient F & M banks 

in Richmond to serve you— 
where you Live—where 

you Shop — where you Work. 
Come in— Where You Get a 
Welcome Smile From The FIRST 


MEMBER FEDERAL DEPOSIT INSURANCE CORPORATION 


Sealy’s Accepted* 


Posturepedic Mattress now The American Way 


M ATTRESS in good citizens and fine 


institutions. 


To patients suffering from morning backache due to sleep- 


ing on an inferior matt:ess or improperly fitted bedboards, te ov One of the finest institu- 
you may suggest the Sealy Posturepedic, with confidence. 


*Accepted for advertising in the Journal of the American 44 tions of your State is Rich- 


Medical Association, Sealy’s Posturepedic is now the most mond Hotels Incorporated, 
widely used mattress of its type in the world. Since it is one that maintains the highest modern 
correctly firm it insures proper sleeping posture, gives nat- 


ural support and complete comfort, too. For patients hotel standards ... one that combines 
bothered ty “iow morning backache, possibly caused by 


sleeping on a abby mattress or make-shift bedboard, you the hospitality and charm of the old 


may mention the Sealy Posturepedic knoaing it is giving and the convenience and comfort of 
helpful relief im -teadilv increasing thousands of cases. the new. 


ADVERTISED 
AMERICAN MEDICAL ow 


Jobn Marshall Byrd 


PUBLICATIONS 
King Carter Richmond 
SLEEPING ON A SEALY IS LIKE SLEEPING ON A CLOUD 


SEALY MATTRESS COMPANY Richmond Hotels Incorporated 
Railroad Avenue, Bluefield, Va. 
8 South Harvie Street, Richmond, Va. 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y. © Montreal, Canada 
5645 
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is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 


Davies, Rose & Co., Ltd. | 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(linical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. Ga 
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One of a Series of Newspaper Ads} 
Directed to Your Patients 
and Our Customers.... 


DRUG STORES 


“An ounce of prevention is worth 

a pound of cure,” goes the old motto. 
More adults these days are seeing their 
doctors for precautionary check-ups— 
(when nothing seems wrong). Such visits 
often turn up actual or potential illness 
even before obvious symptoms arise. 
Parents find it wise to bring their young 
children in periodically for a 

thorough check-up. 


In this growing emphasis on 
“preventive medicine,’’ Peoples stands 
ready with any drug your doctor may 
prescribe. Peoples pharmacists carry out 
your doctor’s orders quickly, accurately. 
And, of course, your prescription 

is priced with uniform economy. 


PEOPLES Certified 
PRESCRIPTIONS 


AT ALL PEOPLES SERVICE DRUG STORES 
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BETTER 


results are obtained 

with STERANE'— 3 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 
complete and maintained for 
longer periods with relatively 
small doses.’” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...’ 


in bronchial asthma 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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$2 


Specializing 
in your patients’ HOSPITAL, SURGICAL and MEDICAL 


insurance problems makes the local AMERICAN HEALTH 
AGENT a valued “Doctor’s Aide.’’ 


Because he is a specialist who focuses his attention on 
Health Insurance, the local American Health Agent has won a 
position of friendship and trust. 


As a career agent in his chosen field, it is his purpose to serve 
both Doctor and patient as a true “friend in need”’ at all times, 
with prompt settlements, efficient service, and a sympathetic 
understanding of the problems of the medical profession. 


Complete 
Local Service| American Health 
in INSURANCE CORPORATION 
Your State 


FIRST NATIONAL BANK BUILDING, BALTIMORE 2, MD. 
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CHLOR- 
REPETABS 

| ond [12 ma. 

CHLOR-TRIMETON 
REPETABS, 8 and 12 mg. " 
“Because they quickly attain and maintain a prolonged, therapeutic 3 


plateau therapy:.. 


for hay fever and other allergies 


plateau, CHLOR-TRIMETON REPETABS avoid the wave-like levels 


which may be produced by multiple-release granules or t.i.d. medication s 
... affording optimal patient comfort. 
Cuior-Trimeton® Maleate, brand of chlorprophenpyridamine maleate. 
Reretass,® Repeat Action Tablets. 
cT-1-766 
¥ 
ig 
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SURGERY and ALLIED SUBJECTS 


A two months combined surgical course comprising sur- 
gery, traumatic surgery, abdominal surgery, gastroentero- 
logy, proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examination 
of patients preoperatively and postoperatively, and follow- 
up in the wards postoperatively. Pathology, radiology, 
physical medicine. anesthesia. Cadaver demonstrations in 
surgical anatomy, thoracic surgery, proctology, orthopedics. 
Operative surgery and operative gynecology on the 
eadaver; attendance at departmental and general con- 
ferences. 


EYE, EAR, NOSE AND THROAT 


A three months combined full time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions ; operative eye, ear, noge and throat on the cadaver ; 
clinical and cadaver demonstrations in bronchoscopy, 
laryngeal surgery and surgery for facial palsy; refraction ; 
radiology; pathology, bacteriology and embryology; 
physiology; neuro-anatomy; anesthesiology; physical 
medicine; allergy, as applied to clinical practice. Ex- 
amination of patients preoperatively and follow-up post- 
operatively in the wards and clinics. Attendarce at 
departmental and general conferences. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


For Information concerning these and other Courses please Address: 


THE DEAN, 345 West 50th St., New York 19, N. Y. 
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RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of ap- 
plication and doses of radiation therapy, both x-ray and 
radium, standard and special fluoroscopic procedures. 
review of dermatological lesions and tumors susceptible 
te roentgen therapy is given, together with methods and 
dosage calculation of treatments. Special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media, such as bronchography 
with Lipiodol, uterosalpingography, visualization of car- 
diac chambers, perirenal insufflation and myelography. 
Discussions covering roentgen departmental management 
are also i 3; att at departmental and 
general conferences. 


SURGICAL PATHOLOGY 


A systematic series of lectures is presented covering the 
lesions encountered in the practice of surgery. These are 
illustrated with fresh material from the operating room, 
gross specimens from the museum and kodachrome and 
micro-projected slides. The latest advances in blood 
grouping and transfusion reactions; didactic procedures, 
such as frozen sections, surgical biop 
and aspiration of body fluid and secretions, are outlined. 
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The enrichment of commercial white bread 
with thiamine, riboflavin, niacin, and iron is one 
of the important factors in the improvement of 
nutrition in America’s school children.' Im- 
proved nutrition appears to have made a valu- 
able contribution to the improvement of child 
health during recent years.’ 


Containing nonfat milk solids (usually 4 Ibs. 
per 100 lbs. of flour) as well as officially defined 
amounts of B vitamins and iron, enriched bread 
provides high percentages of recommended daily 
dietary allowances for children. 

The protein of enriched bread, an aggregate 
of flour, milk, and yeast proteins, is high in nutri- 
tive quality, effective for growth as well as 


tissue maintenance. On the basis of its percent- 
age of calories provided, enriched bread supplies 
substantially more than its share of niacin, thia- 
mine, and iron, and a goodly proportion of ribo- 
flavin and calcium. Because enriched bread 
presents carbohydrate and good quality protein 
simultaneously, the carbohydrate thereby 
“sparing” protein, it helps promote optimum 
protein anabolism.® For all these reasons, en- 
riched bread constitutes a valuable asset to good 
nutritional health in children. 


1. Bowes, A. deP.: Dietotherapy—Nutrition of Children During Their 
School Years, Am. J. Clin. Nutrition 3: 254 (May-June) 1955. 

2. Kelly, H. T.: Impact of Modern Nutrition on Twentieth Century 
Morbidity, Pennsylvania M. J. 58: 481 (May) 1955. 

3. Cantarow, A., and Trumper, M.: Clinical Biochemistry, ed. 5, 
Philadelphia, W. B. Saunders Company, 1955, pp. 139, 140. 


Percen‘ages of Recommended Daily Dietary Allowances* 


for Children Provided by Enriched Bread—6 and 8 slices 


Children Children 
Ages 4 to 6 years Ages 7 to 9 years 
6 slices 8 slices 6 slices 8 slices 

41 55 33 44 


*National Research Council's recommended daily dietary allowances (1953): 
Children, 4 to 6 years of age; weight, 40 Ibs.; height, 43 inches. 
Children, 7 to 9 years of age; weight, 59 Ibs.; height, 51 inches. 


THE VIRGINIA BAKERS COUNCIL 
In co-operation with 


THE AMERICAN BAKERS ASSOCIATION 
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The nutritional statements made in this advertisement 

have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found com 
ustent with current authoritative medical opinion. 
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Enriched Bread... 
and Child Health | 
| | in America 


your complete insurance needs... 


PROFESSIONAL 
« PERSONAL 
PROPERTY 


CHOICE OF THE MEDICAL SOCIETY Ap 
OF VIRGINIA FOR PROFESSIONAL Ge, Ne 
LIABILITY INSURANCE 


IRE any 
hy 


M4, 


PAUL 


THERE IS A SAINT PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE: 721 AMERICAN BUILDING 
RICHMOND 4, VIRGINIA 
PHONE 3-0340 
HOME OFFICE: 111 W. FIFTH STREET, ST. PAUL 2, MINNESOTA 


Th e FOR EXCEPTIONAL 
CHILDREN 


Thompson Year round private 
home and school for 


Homestead infants, children and 
adults on pleasant 250 

School acre farm near Char- 
lottesville. 


Write for booklet. 


Mrs. J. Bascom THompson, Principal 
FREE UNION VIRGINIA 


GRADE A PASTEURIZED PRODUCTS 


GRADE A MILK 


HOMOGENIZED MILK 
(Natural Vitamin D added) RAT, 


GOLDEN GUERNSEY MILK 
GOLDEN FLAKE BUTTERMILK 
SKIM MILK—COFFEE CREAM ay 
WHIPPING CREAM—COTTAGE CHEESE 
DARI-RICH CHOCOLATE MILK Fon YOUR PROTECTION 


DAIRY, INC. GARST BROS. DAIRY BUTTER 


DIAL 4-5501 “ROANOKE’S MOST MODERN DAIRY” 


DIAL 4-5502 
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NOW AVAILABLE... 


a unique new antibiotic 

of major importance 
PROVED EFFECTIVE AGAINST 
SPECIFIC ORGANISMS 


(staphylococci and proteus) 
RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


(Crystalline Sodium 
SPECTRUM—most gram-positive and certain 


gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXxICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS— cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus vul- 
garis; including strains resistant to all other 


antibiotics. 
DOSAGE-four capsules (one gram) initially gp 
and then two capsules (500 mg.) twice daily. 
is Philadelphia 1, Pa, 
SUPPLIED—250 mg. capsules of “‘CarHomy- 


cin’, bottles of 16. 


‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 
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announcing 


a new agent for treatment of 


metabolic insufficiency 


Because it exerts its metabolic effect directly at the cel- 
lular level, ‘Cytomel’ offers the first positive treatment 
for the many clinical problems caused by metabolic in- 
sufficiency—such as physical sluggishness, slowed-down 
mental capacity and decreased emotional control, and 
decreased function in various organs and organ systems. 


“Cytomel’ works swiftly—a positive effect will often be 
seen within several days in patients suffering from meta- 
bolic insufficiency. 


* Trademark for 
“Cytomel’ Tablets are available in two strengths: 


L-triiodothyronine, S.K.F, 


5 meg. and 25 meg. of L-triiodothyronine, S.K.F., as 
the sodium salt. In bottles of 100. 


Smith, Kline & French Laboratories, Philadelphia 
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